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methods	 to	 describe	 existing	 patterns	 of	 mistreatment	 encountered	 by	 women.	 Third,	 I	
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Maternal	 and	newborn	health	are	 important	 issues	 for	 sustainable	development.	With	an	
estimated	annual	210	million	pregnancies	and	140	million	live	births	globally,	ensuring	that	
every	woman	 and	 every	 newborn	 across	 the	 globe	 has	 the	 right	 to	 high	 quality	 care	 is	 a	
formidable	challenge.2	The	era	of	 the	Millennium	Development	Goals	 (MDGs)	 led	 to	good	






lifetime	 risk	 for	maternal	deaths	 in	2015	was	more	 than	100	 times	higher	 in	 sub-Saharan	
Africa:	 one	 in	 36	 compared	 to	 one	 in	 4900	 in	 high-income	 countries.2	 During	 this	 time,	
inequalities	also	worsened.	For	example,	in	1990	the	pooled	MMR	for	10	countries	with	the	






the	MDGs,	have	a	broader	development	 focus.3	Goal	 three	of	 the	SDGs	 is	concerned	with	
ensuring	 healthy	 lives	 for	 all,	 and	 has	 five	 health	 targets	 including	 a	 specific	 target	 for	









maternal	 deaths	 in	 2015.5	 	 Therefore,	 both	 these	populous	 countries	 have	 to	make	 rapid	
































other	 intractable	 direct	 causes	 such	 as	 ectopic	 pregnancies,	 embolism	 and	 gestational	






Despite	 the	 focus	 on	 promotion	 of	 institutional	 deliveries,	 the	 quality	 of	 routine	 care	 for	








labour	 and	 childbirth20.	 	 High	 quality,	 routine	 care	 during	 labour	 and	 childbirth	 has	 the	
potential	to	prevent	many	maternal	and	neonatal	deaths,	either	through	the	prevention	of	











functions	 includes	 clinical	 capabilities	 like	 providing	 injectable	 antibiotics,	 magnesium	
sulphate,	 oxytocics	 and	 procedures	 like	 assisted	 vaginal	 delivery,	 blood	 transfusion,	
caesarean	operations	and	others.	22		
However,	 there	 are	 widespread	 examples	 in	 the	 literature	 which	 indicate	 that	 a	 high	
proportion	of	births	occur	in	facilities	that	are	not	fully	capable	of	providing	the	appropriate	
signal	functions	for	obstetric	care.	15,	23,	24	,25	For	example,	providing	assisted	vaginal	deliveries,	


























Despite	 these	 ideological	 arguments,	 the	 size	 and	 the	market	 share	 of	 the	 private	 sector	
across	LMIC	settings	appears	to	be	increasing.31,32	Although,	the	public	sector	still	provides	
the	majority	 of	 services	 globally,	 across	 the	 continuum	of	 care,	 in	 terms	 of	 reproductive,	
maternal	and	newborn	health,	the	private	sector’s	contribution	is	substantial	and	estimates	















39	However,	detailed	evidence	on	quality	of	 routine	care	 for	normal	births	 in	LMIC	private	
sector	facilities	is	limited.	Therefore,	further	research	to	investigate	the	QoC	for	normal	labour	


















management	 practices	 are	 hard	 to	 measure	 quantitatively	 and	 because	 methodological	
advances	in	measurement	have	been	recent,	most	research	on	this	topic	originates	from	high-










Given	 that	 management	 practices	 have	 the	 potential	 to	 influence	 all	 elements	 of	 the	
maternity	care	pathway	at	facilities,	the	relationship	between	management	and	QoC	needs	
detailed	investigation.	Examining	whether	management	practices	have	the	potential	to	drive	
gains	 in	 quality	 in	 LMIC	 settings	 is	 an	 innovative	 and	 interesting	 area	 of	 research	 with	





















associated	 with	 characteristics	 of	 the	 women,	 characteristics	 of	 health	 workers	 and	
characteristics	of	maternity	facilities	in	three	districts	of	Uttar	Pradesh,	India.	
	
Thereafter,	 I	 identified	 practices	 that	 constitute	 mistreatment	 of	 women,	 assessed	 and	
described	the	nature,	patterns	and	determinants	of	mistreatment	encountered	by	women	





in	 Uttar	 Pradesh.	 I	 described	 existing	 management	 practices	 at	 maternity	 facilities	 and	













This	 is	 a	 “research-paper-style”	 thesis	 with	 three	 prepared	 manuscripts	 presented	 as	
chapters.	Chapter	two	presents	a	review	of	the	literature	relevant	to	the	research	questions	
addressed	 by	 my	 thesis.	 In	 this	 chapter,	 I	 provide	 an	 overview	 of	 why	 quality	 of	 care	 is	
important	at	maternity	 facilities;	 introduce	concepts	of	essential	care	at	 the	time	of	birth;	















In	 chapter	 4,	 I	 outline	 my	 role	 in	 conducting	 this	 doctoral	 research,	 funding	 and	 overall	
timeline	for	this	research.			In	chapter	5,	I	present	a	conceptual	framework	for	my	PhD,	and	
discuss	 the	 aim,	 objectives	 and	 design	 of	 the	 studies	 described	 in	 this	 PhD.	 Thereafter,	 I	
provide	an	overview	of	the	methods	used	in	the	different	research	studies	presented	in	this	













Chapter	 seven	 presents	 the	 second	 research	 paper	 entitled	 “An	 investigation	 into	
mistreatment	 of	 women	 during	 labour	 and	 childbirth	 in	maternity	 care	 facilities	 in	 Uttar	






facilities	 in	 Uttar	 Pradesh,	 India”.	 Addressing	 objective	 three,	 this	 paper	 describes	
management	practices	at	maternity	facilities	in	Uttar	Pradesh,	India	and	demonstrates	that	
overall	management	practices	are	not	associated	with	QoC	during	 labour	and	childbirth	 in	




different	 studies	 described	 in	 this	 thesis,	 and	 the	 strengths	 and	 limitations	 of	 individual	

















literature	 on	 quality	 of	 care	 during	 labour	 and	 childbirth	 and	 management	 practices	 at	
hospitals	with	a	focus	on	LMIC	settings.		As	my	research	objectives	covered	a	broad	range	of	
topics	and	I	was	interested	in	research	from	a	range	of	disciplines	such	as	economics,	hospital	





To	 examine	 the	 literature	 on	 QoC	 at	 the	 time	 of	 birth	 at	 maternity	 facilities	 in	 LMICs,	 I	




with	 those	 for	 the	 field	 of	 interest	 (‘maternal	 health,’	 ‘safe	motherhood,’	 or	 ‘obstetrics;’	
‘newborn’	or	‘neonatal;’	or	‘childbirth’	or	‘intrapartum’	or	‘intra-partum’	or	‘hospital’	‘health	

























Despite	 the	 impressive	 improvements	 in	maternal	 and	 child	 health	 during	 the	 era	 of	 the	
Millennium	Development	Goals,	approximately	5.6	million	women	and	babies	died	in	2015	
during	pregnancy,	 labour,	childbirth	and	the	neonatal	period.5,	48,49	 In	order	to	achieve	the	
new	mortality	 targets	 set	out	 in	 the	 Sustainable	Development	Goals,	 there	needs	 to	be	a	

















Researchers	 have	 also	 demonstrated	 that	 it	 is	 essential	 to	 go	 beyond	 ensuring	 increased	
coverage	and	utilisation	of	services	to	reduce	maternal	and	neonatal	deaths.	53	As	noted	in	
the	introduction,	studies	from	India,	Malawi	and	Rwanda	have	shown	that	greater	access	to	
institutional	deliveries	was	not	associated	with	 reductions	 in	neonatal	mortality;	 a	 finding	
they	attribute	to	poor	quality	of	care	at	health	facilities.	10,12,13	In	a	multi-country	study,	higher	
than	 expected	 maternal	 mortality	 was	 also	 found	 in	 hospitals	 in	 high-mortality,	 LMIC	




































facilities	 have	 poor	 EmOC	 capability	 and	 are	 not	 able	 to	 provide	 all	 the	 basic	 signal	
functions.62-64		The	knowledge,	skills	and	competence	of	SBAs	providing	maternity	services	in	
institutions	was	also	found	to	be	deficient	in	a	study	from	Madhya	Pradesh	state	in	India.	65		




Although,	 skilled	 birth	 attendants	 working	 within	 an	 enabling	 environment	 has	 been	
promoted	as	an	essential	strategy	to	provide	high-quality	intrapartum	care69,	many	women	
delivering	at	 facilities	 in	LMIC	report	doing	so	without	skilled	birth	attendants.	 In	Senegal,	
data	from	2009–14	indicates	that	28%	of	births	in	lower-level	facilities	and	8%	in	hospitals	
occurred	without	 skilled	birth	 attendants.15	 In	 India,	 studies	 in	Rajasthan	have	 found	 that	



















many	 different	 reasons	 such	 as:	 lack	 of	material	 resources,	 limited	 knowledge	 and	 skills,	
inappropriate	applications	of	technology84,	inability	of	organizations	to	change85	,	failure	to	













based	 clinical	 and	 non-clinical	 interventions	 delivered	 in	 a	 compassionate	 and	 enabling	
environment	which	 ensures	 that	 respect,	 dignity	 and	 equity	 of	 care	 are	maintained.89	 	 In	
figure	1,	I	have	conceptualised	a	maternity	care	pathway	that	outlines	the	different	ways	in	
which	a	pregnant	woman	could	arrive	at	a	hospital,	either	at	the	onset	of	labour	or	fully	in	








A	 pregnant	 woman	 may	 directly	 come	 to	 the	 hospital	 once	 labour	 begins	 or	 may	 be	
transferred	to	the	examination	or	labour	rooms	from	another	place	within	the	hospital	such	
as	the	outpatient	clinic	or	the	emergency	room.	Upon	arrival,	the	first	step	will	be	determined	








control	 measures	 should	 be	 implemented	 rigorously.	 Equipment	 must	 be	 accessible	 and	
functional,	and	subject	to	checks	during	every	duty	shift.	Drugs	and	consumables	should	be	












As	 noted	 earlier,	 an	 important	 strategy	 employed	 to	 prevent	 maternal	 and	 neonatal	
mortality,	 has	 been	 to	 ensure	 that	 skilled	 birth	 attendants	 (SBA),	 working	 in	 enabling	
environments,	are	able	to	attend	every	childbirth.69		SBAs	are	defined	as	“an	accredited	health	
professional	 such	 as	 a	 midwife,	 doctor	 or	 nurse	 who	 has	 been	 educated	 and	 trained	 to	
proficiency	 in	 the	skills	needed	to	manage	normal	 (uncomplicated)	pregnancies,	childbirth	





and	a	 reduced	maternal	mortality	 ratio.93-96	Modelling	suggests	 that	a	critical	 threshold	of	
40%	of	population	coverage	of	births	attended	by	a	SBA	 is	essential	 for	any	 reductions	 in	
maternal	mortality	and	stillbirths.97		
The	core	competencies	identified	for	SBAs	include	the	ability	to	communicate	in	a	caring	and	
respectful	 manner	 and	 provide	 holistic	 “women-centred”	 care,	 with	 the	 appropriate	





The	 indicator-	 the	 percentage	 of	 births	 delivered	 by	 skilled	 attendant,	 assesses	 progress	




also	 been	 proposed	 as	 a	 core	 coverage	 monitoring	 indicator	 by	 the	 Ending	 Preventable	
Maternal	Mortality	 (EPMM)	 initiative4,	 the	 Every	 Newborn	 Action	 Plan	 (ENAP)103	 and	 the	
SDGs6.		Reporting	of	this	indicator	at	the	population	level	relies	heavily	on	national	household	
surveys	 such	 as	 the	Multiple	 Indicator	 Cluster	 Surveys	 (MICS)104	 or	 the	 Demographic	 and	








multipurpose	 workers	 such	 as	 auxiliary	 nurse	 midwives	 that	 do	 not	 undergo	 specialised	
midwifery	 training.	 There	 is	 also	 a	 problem	 in	 terms	 of	 standardization	 of	 names	 and	
responsibilities	 of	 different	 cadres,	 and	 task-	 shifting	 to	 less	 trained	 providers	 which	
complicates	 measurement	 efforts.74	 As	 a	 result,	 researchers	 have	 found	 that	 in	 many	
countries	there	are	large	gaps	between	the	defined	standards	and	competencies	of	SBA	and	
their	 ability	 to	 manage	 normal	 labour	 and	 childbirth	 and	 other	 obstetric	 and	 neonatal	
complications.100		

















In	 their	vision	 for	quality	of	care,	 the	WHO	and	other	 international	development	partners	
envision	 a	 future	 where	 “Every	 mother	 and	 newborn	 receives	 quality	 care	 throughout	
pregnancy,	labour,	childbirth	and	postnatal	period”.4,89,110	 	Recent	increases	in	institutional	
births	across	the	world,	offer	a	unique	opportunity	to	realise	this	vision.	However,	to	achieve	







and	 postnatal	 care	 and	 provided	 up-to	 date	 guidance	 on	 recommended	 interventions	
identified	using	a	rigorous	review	methodology.83	Researchers	retained	51	guidelines	out	of	
163	 guidelines	 reviewed,	 fifteen	 of	 them	 focussed	 specifically	 on	 intrapartum	 care	 and	
nineteen	covered	postnatal	care.		Most	of	the	retained	guidelines	were	issued	by	the	WHO,	
the	 International	 Federation	 of	 Gynaecology	 and	 Obstetrics	 (FIGO),	 and	 the	 national	
obstetrics	and	gynaecology	societies	of	the	USA,	Canada,	UK,	and	Germany	and	the	remaining	
were	from	Non-Governmental	Organizations	(NGOs)	in	low-income	settings.	Unfortunately,	


























• Consider	using	a	partograph;	use	a	4-hour	action	 line	 to	monitor	 the	progress	of	 labour	
during	second	stage	
• Document	 the	 presence	 or	 absence	 of	 substantial	 meconium-stained	 fluid	 when	
membranes	rupture	(waters	break)	
3. Pain	relief	
• Assess	 the	 labouring	 woman's	 pain	 level	 and	 her	 desire	 for	 non-pharmacological	 and	
pharmacological	approaches	to	pain	relief	
• Encourage	women	to	adopt	any	upright	position	they	find	comfortable	throughout	labour	









and	 benefits	 and	 potential	 implications	 of	 epidural	 analgesia	 during	 labour;	 provide	
regional	analgesia	for	women	who	request	it	(including	recommendations	for	drugs,	dosing,	
maintenance,	 co-interventions,	 and	 precautions);	 ensure	 intravenous	 access	 before	
initiation	of	analgesia	
4. Care	during	first-stage	and	second-stage	labour	
• Routine	hygiene	measures	taken	by	staff	caring	for	women	in	 labour,	 including	standard	















• Delayed	 cord	 clamping	 (done	 1–3	min	 after	 birth)	 is	 recommended	 for	 all	 births	 while	
initiating	essential	newborn	care	























• Facilitate	 rooming-in	 (mother	 and	 baby	 should	 stay	 in	 the	 same	 room	 24	 h	 a	 day)	 and	
promote	parent	participation	in	educational	activities	related	to	newborn	babies'	health	































for	 use,	 but	 still	 continue	 to	 be	 used	 frequently	 during	 provision	 of	 intrapartum	 and	
postpartum	care,	particularly	in	LMIC	settings.83,113-116	Lack	of	up-to-date	knowledge,	attrition	
of	 skills,	 low	 levels	 of	 motivation,	 restrictive	 institutional	 policies	 and	 health	 system	
bottlenecks	 can	perpetuate	 the	use	of	 these	 interventions	 that	are	not	 recommended	 for	
providing	 care	 during	 labour	 and	 childbirth.	 16,117-120	 As	 shown	 in	 Table	 2,	many	 of	 these	
interventions	 such	 as	 routine	 use	 of	 enemas,	 prophylactic	 insertion	 of	 intravenous	 fluids,	
administration	 of	 oxytocics	 before	 delivery,	 routine	 episiotomy	 and	 others,	 do	 not	 have	























































women’s	 human	 rights.80,81,122,123	 The	 Lancet	 2014	 midwifery	 series	 also	 identified	 that	
women	value	 relevant,	 timely	 information	and	 support,	 so	 that	 they	are	able	 to	maintain	
dignity	and	control	during	the	birthing	process.	124			
There	 is	 often	 a	 complex	 interplay	 of	 factors	 such	 as	 those	 at	 the	 individual	 level	 (socio-
economic	status,	educational	 levels,	caste),	 institutional	 levels	 (policies	on	companionship,	






issue	and	 recommended	 that	 there	needs	 to	be	a	greater	 research	and	action	 in	order	 to	
improve	respectful	care	during	labour	and	childbirth.123		
This	 growing	 importance	of	ensuring	 respectful	maternity	 care	has	evolved	 from	 research	
evidence	that	has	previously	conceptualised	this	issue	as	disrespect	and	abuse125,	obstetric	
violence126	and	dehumanised	care.127	There	 is	now	increasing	research	evidence	 indicating	
that	 that	 this	 phenomenon	 occurs	 in	 both	 high80,128-131	 and	 low	 income	 settings132-134,	
indicating	that	this	is	a	universal	issue,	and	not	just	limited	to	resource-constrained	settings.			
Women’s	 experiences	 of	 maternity	 care	 are	 negatively	 influenced	 by	 factors	 such	 as	
unhygienic	 conditions	 at	 facilities,	 any	 disrespect	 and	 abuse	 they	 encounter,	 limited	
information	or	explanations	provided	prior	to	conducting	invasive	procedures,	discrimination	





and	 abusive	 care	 during	 childbirth:	 physical	 abuse,	 non-consented	 clinical	 care,	 non-
confidential	care,	non-dignified	care,	discrimination,	abandonment,	and	detention	in	health	
facilities.	125	Since	then,	researchers	have	advanced	this	concept	and	proposed	a	definition	to	
articulate	 the	 criteria	 for	 determining	 when	 an	 interaction	 with	 a	 health	 worker	 or	
circumstances	at	maternity	facilities	that	should	be	considered	abusive	and	disrespectful.81,99		
Freedman	et	al.	(2014)	proposed	that	a	comprehensive	definition	of	mistreatment	needs	to	




dynamics)	 that	 influences	 women’s	 perceptions	 of	 mistreatment	 in	 different	 contexts.81	
Given	this	background,	Freedman	et	al.	(2014)	defined	disrespect	and	abuse	during	childbirth	







from	34	 countries	 and	 found	 that	most	 studies	used	different	operational	 definitions	 and	
measurement	approaches.80	Amongst	the	quantitative	studies,	only	three	studies	reported	a	
prevalence	of	mistreatment	at	maternity	facilities,	which	varied	from	15	to	98%.80		This	review	
also	 proposed	 a	 typology	 of	 items	 considered	mistreatment	 and	 identified	 the	 following:		




Lancet	 maternal	 health	 series	 noted,	 there	 are	 two	 extremes	 of	 maternal	 health	 care	
provision	in	a	growing	number	of	LMICs.83		The	first	extreme	is	associated	with	over-treatment	
or	the	routine	over-medicalisation	of	normal	labour	and	births,	which	they	referred	as	“Too	
Much	Too	Soon”.	 The	 second	extreme	 is	under-treatment	or	underuse	of	 evidence-based	
practices	signified	by	the	terminology	“Too	Little,	Too	Late”	which	is	the	underlying	cause	of	
high	 maternal	 mortality	 and	 considerable	 morbidity.83	 Both	 over-medicalisation	 such	 as	
increased	 use	 of	 unnecessary	 procedures	 like	 episiotomies	 without	 indications	 or	 under-
treatment	such	as	absent	hygienic	standards	at	maternity	facilities	are	also	against	the	rights	
of	child	bearing	women.141					
Therefore,	 mistreatment	 of	 women	 during	 labour	 and	 childbirth	 can	 occur	 because	 of	
inappropriate	 care	 practices,	 which	 may	 include	 those	 related	 to	 disrespect	 and	 abuse	
(intentional	 harm	or	 degradation),	 over-treatment,	 or	 under-treatment.	 Regardless	 of	 the	
terminology	used,	mistreatment	of	women	falls	under	poor	quality	of	care.	As	women	who	





health	systems	 includes	broader	 issues	than	QoC	 in	health	 facilities	and	they	both	require	








Over	 the	 past	 two	 decades,	 numerous	 frameworks	 on	 quality	 have	 been	 conceptualised	
based	on	differing	notions	of	quality.	Since	quality	is	multi-dimensional,	it	is	widely	accepted	
that	there	is	no	single	concept	or	framework	of	quality	of	care.	







to	 have	 favoured	 biomedical	 outcomes	 alone.	 	 For	 example,	 Donabedian	 (1980)	 defined	
quality	as	“the	application	of	medical	science	and	technology	in	a	manner	that	maximises	its	
























Elements	 of	 quality	 of	 care	 in	 health	 services	 are	 generally	 assessed	 using	 Donabedian’s	
classic	framework	of	structure,	process	and	outcomes.146,151	As	explained	by	Peabody	et	al.	
(2006)	 in	 describing	 elements	 of	 quality	 for	 health	 systems,	 “structure	 refers	 to	 physical	
infrastructure,	supplies,	commodities,	resources,	financing	of	health	services	and	others.”	86	
Process	 refer	 to	 “health	worker	 and	 client	 interactions	which	 occur	 during	 consultations,	




elements	 of	 quality	 to	 illustrate	 how	 improved	 processes	 can	 actually	 lead	 to	 improved	
quality152.	According	to	their	framework,	quality	of	health	care	means	provision	of	services	
that	are:			
1. Effective:	 delivering	 health	 care	 that	 is	 adherent	 to	 an	 evidence-base	 and	 results	 in	
improved	health	outcomes	for	individuals	and	communities,	based	on	need;	
















Perhaps,	 the	most	widely	 used	 framework	was	 developed	 by	Hulton	et	 al.153	 (2000)	who	
adapted	the	IOM	definition	of	quality	while	incorporating	the	concepts	of	effective	and	timely	
access	and	of	reproductive	rights.153		They	define	quality	of	maternal	health	as	“the	degree	to	
which	maternal	 health	 services	 for	 individuals	 and	 populations	 increase	 the	 likelihood	 of	
timely	and	appropriate	 treatment	 for	 the	purpose	of	achieving	desired	outcomes	 that	are	
both	 consistent	 with	 current	 professional	 knowledge	 and	 uphold	 basic	 reproductive	
rights.”153	
More	 recently,	 in	 2015,	 the	WHO	published	 its	 vision	 for	QoC	 for	maternal	 and	newborn	
health89.	The	WHO	vision	was	informed	by	Hulton’s	framework153	and	the	IOM	definition,	and	






















































information	 systems.	 Service	utilisation	data	on	 indicators	 such	as	number	of	 institutional	
births,	deliveries	by	skilled	birth	attendants	and	others	is	available	through	the	national	health	
information	systems.		
Potential	 advantages	of	 routine	data	 for	 structural	measures	 include	 their	availability	at	a	
relatively	low-cost,	on	a	continuous	basis,	data	are	often	disaggregated	up	to	the	facility	or	
district	 level.	 In	 addition,	 routine	 data	 provide	 more	 detailed	 information	 on	 service	
availability	 and	 utilisation	 compared	 to	 household	 surveys.166	 	 However,	 there	 are	 also	
limitations	 with	 using	 routine	 data,	 for	 example:	 many	 elements	 of	 MNH	 care	 are	 not	
collected	 through	 routine	 systems,	denominators	 are	 limited	 to	 those	 in	 contact	with	 the	
health	system,	data	may	also	be	of	poor	quality,	incomplete	or	updated	infrequently.166				
Given	these	issues,	data	on	structural	elements	of	QoC	tends	to	be	collected	through	special	
surveys	 or	 censuses.	 Readiness	 which	 often	 refers	 to	 the	 availability	 of	 necessary	 drugs,	
commodities	and	trained	health	workers,	is	often	used	as	a	proxy	for	structural	quality.	Some	
large-scale	 facility-based	 surveys	 regularly	 measure	 structural	 elements.	 Some	 of	 these	
include:	 the	 World	 Health	 Organization’s	 Service	 Availability	 and	 Readiness	 Assessment	
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(SARA)168,	 the	 DHS	 Program’s	 Service	 Provision	 Assessment	 (SPA)	 surveys,169	 and	 the	
MEASURE	Evaluation’s	Rapid	Health	Facility	Assessments	 (RHFA).170	These	surveys	capture	
information	 on	 training,	 supervision,	 availability	 of	 services,	 tools	 and	 guidelines,	
infrastructure	 conditions,	 availability	 and	 storage	 conditions	 of	medications,	 supplies	 and	
equipment.	60,171		However,	none	of	these	methods	assess	competency	of	health	workers.166		
Specific	to	MNH,	materials	such	as	EmOC	needs	assessment	toolkit22,		United	States	Agency	
for	 International	 Development’s	 (USAID)-	 Maternal	 and	 Child	 Health	 Integrated	 Project’s		
(MCHIP)	QoC	surveys	172		have	separate	modules	on	facility	inventory	assessment	that	capture	
information	 on	 infrastructure,	 availability	 and	 conditions	 of	 commodities,	 supplies,	 and	
equipment	required	for	provision	of	maternity	services.		
However,	 structural	 improvements	 by	 themselves	may	 not	 improve	 health	 outcomes.	 151	
Therefore,	in	maternal	and	newborn	health,	measurement	of	inputs	alone,	such	as	readiness,	
either	 of	 facilities	 (through	measurement	 of	 signal	 functions)	 or	 of	 the	 provider	 (through	
measurement	 of	 knowledge	 and	 skills)	 does	 not	 provide	 a	 comprehensive	 picture	 and	
therefore,	measurement	of	process	of	care	is	important.	
2.6.2:		Measuring	process	elements	of	quality	of	care		
Theoretically,	 processes	 of	 care	 can	 be	 measured	 during	 every	 health	 care	 encounter.			
However,	in	some	cases,	the	private	nature	of	health	worker-client	interaction,	absence	of	
appropriate	measurement	scales	or	instruments	limits	measurement	efforts.	173	Over	the	past	
decade,	 there	have	been	many	methodological	 advances	 in	measurement	of	processes	of	
care	 for	 MNH.	 There	 is	 also	 robust	 research	 evidence,	 which	 suggests	 that	 measuring	
processes	 of	 care,	 as	 a	 part	 of	 quality	 improvement	 efforts	 can	 lead	 to	 improved	 health	
outcomes.88,111,174	This	makes	process	measurement	a	preferred	approach	to	assess	QoC	for	
maternal	and	newborn	health.		
Below	 I	discuss	nine	approaches	 to	measure	processes	of	 care	 for	maternal	and	newborn	
health	 such	 as	 standardized	patients,	 clinical	 vignettes,	 review	of	medical	 records,	 audits,	
simulations	 or	 clinical	 skills	 and	 drills,	 direct	 clinical	 observations,	 video	 filming	 and	
satisfaction	surveys.	All	methods	have	their	own	advantages	and	disadvantages.86,175		




such	 as	 diarrhoea,	 acute	 respiratory	 infections,176	 and	 sexually	 transmitted	 infections177.	
Standardized	 patients	 are	 trained	 actors,	 often	 from	 local	 communities,	 who	 make	
unannounced	visits	to	a	hospital	and	present	symptoms	of	a	simulated	condition.178	These	
patients	complete	an	assessment	checklist	on	providers	clinical	actions	after	the	visit.175	Since	
this	 methodology	 employs	 cases	 that	 are	 standardised	 and	 predetermined,	 it	 allows	 for	
quality	comparisons	across	different	types	of	providers	and	contexts.	179	
Some	proponents	of	standardized	patients	argue	that	that	since	health	workers	do	not	know	









and	 they	have	been	used	 to	 study	QoC	 for	a	 range	of	 conditions,	 including	 for	measuring	












argued	 that	 health	 worker’s	 behaviours	 during	 an	 actual	 consultation	 is	 not	 accurately	



















the	 procedures	 used	 for	 diagnosis	 and	 treatment,	 the	 use	 of	 resources	 and	 the	 resulting	
outcome	 and	 quality	 of	 life	 for	 the	 patient.194	 193	 Audits	 often	 combine	 information	 from	
different	 sources,	 which	makes	 them	 superior	 to	 other	methods	 such	 as	 record	 reviews.	
However,	 it	 is	 important	 to	ensure	 that	 the	purpose	of	conducting	 the	audit	as	a	 learning	
exercise	 aimed	 to	 improve	 clinical	 practices	 is	 communicated	 effectively	 for	 them	 to	 be	
accepted	at	hospitals.193		
A	variety	of	studies	have	used	audits	to	measure	and	improve	quality	in	MNH	and	evidence	
indicates	 that	 under	 certain	 contextual	 conditions	 audits	 can	 be	 feasible,	 effective	 and	
acceptable.	90,192,193	195			However,	like	record	reviews,	audits	are	retrospective	and	require	a	
trained	health	worker	 to	undertake	detailed	abstraction	of	 records	 from	different	 sources	
which	make	it	a	time	consuming	endeavour.175			
Clinical	skills	and	drills	approaches	like	the	obstetric	emergency	skills	and	drills	methods	have	








actual	 clinical	 performance.	 196	 However,	 these	 methods	 have	 mostly	 been	 used	 for	







a	 bias	 referred	 to	 as	 Hawthorne	 effect.181	 Clinical	 practice	 observations	 and	 standardized	





Clinical	 practice	 observations	 have	 been	 utilised	 by	 various	 studies	 to	 examine	 quality	 of	
obstetric	and	neonatal	care	in	many	LMIC	settings.	70,71,78,199-201	The	Averting	Maternal	Death	
and	 Disability	 (AMDD)	 programme	 of	 the	 Columbia	 University,	 which	 initiated	 the	 needs	
assessment	 of	 emergency	 obstetric	 and	 newborn	 care22,	 USAID/	 MCHIP	 QoC	 surveys172,	
Helping	Babies	Breathe	programme	for	neonatal	resuscitation202	and	assessment	tools	from	
the	 Gaala	 study203	 	 have	 specific	 sections	 on	measuring	 processes	 of	 care	 during	 routine	
labour	and	childbirth.	They	also	have	specific	sections	on	intrapartum	and	immediate	post-
partum	 care	 including	 aspects	 of	 woman-centered	 respectful	 maternity	 care.	 These	




which	 is	 suitable	 for	 rarer	 outcomes,	 events	 that	 unfold	 over	 a	 shorter	 period	 of	 time	or	
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and	 goodness	 of	 care”146.	 Linder-Pelz	 and	 Struening	 (1985)	 have	 argued	 that	 satisfaction	
comprises	of	“multiple	evaluations	of	distinct	aspects	of	healthcare	which	are	determined	(in	
some	 way)	 by	 the	 individual’s	 perceptions,	 attitudes	 and	 comparison	 processes.”206	 As	
highlighted	by	these	definitions,	the	concept	of	satisfaction	 is	multidimensional207	and	any	




facility,209	 further	 research	 is	 needed	 to	 fully	 understand	 the	 mechanism	 through	 which	
women	perceive	satisfaction	with	maternity	services.210-212	Surveys	to	measure	satisfaction	









are	 frequently	 reported	 in	 surveys	 which	 questions	 the	 reliability	 and	 validity	 of	 existing	








with	 labour	 and	 childbirth	 found	 that	 there	 were	 only	 a	 small	 number	 of	 validated	
instruments.208	 	 Based	 on	 a	 detailed	 review	 of	 the	 literature,	 researchers	 identified	 all	
available	multi-item	scales	of	satisfaction	of	care	during	labour	and	childbirth	and	assessed	
whether	 psychometric	 information	 (such	 as	 information	 on	 questionnaire	 construction,	
reliability	and	validity)	was	available.	Based	on	their	findings,	researchers	recommended	that	
for	 a	 detailed	 investigation	 of	 satisfaction	 with	 maternity	 care,	 the	 Intrapartum-	 specific	
Quality	 from	 the	Patients	Perspective	questionnaire	 (QPP-I)	was	 the	most	appropriate.	 218	
Other	shorter	instruments	found	to	have	good	reliability	and	validity	were	reported	to	be	the	
Six	Simple	Questions	(SSQ)161	and	the	Perceptions	of	Care	Adjective	Checklist	(PCACL-R).221,222		
However,	 research	 evidence	 examining	 the	 extent	 to	which	 these	 instruments	 have	 been	
used	in	LMIC	settings	is	hard	to	obtain.		









quality	 care	but	 still	may	not	 recover.	Second,	adverse	health	outcomes	such	as	maternal	
deaths	and/or	maternal	complications	tend	to	be	rare.	86	Third,	in	health	facilities,	case	fatality	
and	 complication	 rates	 are	 influenced	 by	 the	 case	 mix	 of	 patients	 using	 facilities	 which	
complicates	analysis	and	interpretation	efforts.	
At	the	population	 level	and	with	the	aim	of	assessing	health	system	quality,	there	are	five	
opportunities	 to	 collect	data	on	outcomes	 such	as	maternal	mortality.	These	 include	data	
from	death	registration	systems,	routine	data	from	health	facilities,	censuses	(once	every	ten	




these	 methods.	 73	 Essentially,	 in	 these	 studies	 researchers	 aim	 to	 identify	 all	 deaths	 of	
reproductive	 age	 woman	 and	 then	 ascertain	 cases	 of	 maternal	 deaths	 and	 identify	 the	
circumstances	behind	these	maternal	death.95,223	 	However,	it	 is	generally	accepted	that	in	
LMIC	countries	lacking	complete	vital	registration,	no	approach	is	guaranteed	to	give	precise	
















However,	 depending	 on	 the	 research	 question,	 studies	 frequently	 measure	 outcomes	 to	




that	 Tranexamic	 acid	 reduced	 death	 due	 to	 bleeding	 in	 women	 with	 post-partum	
haemorrhage	 with	 no	 adverse	 effects.225	 Similarly,	 Dumont	 et	 al.	 (2013)	 conducted	 a	
pragmatic	 cluster	 randomised	 trial	 and	 investigated	 the	 impact	 of	 a	 multi-faceted	
intervention	(trainings,	audit	cycles,	maternal	death	reviews,	refresher	trainings,	certification	
and	others)	on	reducing	hospital-based	maternal	death	(outcome	measure)	in	46	hospitals	in	













not	 provide	 a	 comprehensive	 picture.	 Similarly,	 a	 focus	 on	 clinical	 outcomes	 alone	 is	 not	
enough,	 as	 most	 pregnancies	 are	 uneventful,	 complications	 may	 occur,	 and	 negative	
outcomes	may	also	occur	in	the	presence	of	good	clinical	care.	Therefore,	measurement	of	
QoC	in	obstetrics	needs	to	focus	on	the	processes	of	care	and	should	include	both	technical	
quality	 as	 well	 as	 experiences	 of	 care	 that	 women	 receive	 while	 seeking	 institutional	
maternity	care.		
2.7:	Empirical	evidence	on	deficiencies	in	QoC	during	labour	and	childbirth	in	India		















per	 10,000	 population	 was	 significantly	 below	 the	WHO	 benchmark	 of	 22.8	 workers	 per	
10,000	population.227		
Overall,	the	Indian	public	health	system	is	known	to	suffers	from	staff	shortages,	imbalances,	
mal-distribution,	 poor	 work	 environments,	 low	 personnel	 productivity,	 numerous	 vacant	




population	 is	 urban.227	 	Moreover,	 there	 are	many	 challenges	 to	 recruiting	 and	 retaining	
qualified	staff	in	the	public	sector	especially	in	rural	areas.	228		
India’s	health	workforce	also	includes	doctors	trained	in	Indian	systems	of	medicine	such	as	




























18%	posts	 of	 staff	 nurses	 and	 auxiliary	 nurse	midwives	 at	 primary	 and	 community	 health	
centres	reported	to	be	vacant.235	 	Jhpiego	(2015)	also	reports	that	the	training	curricula	of	
nurses	in	India	did	not	meet	the	internationally	defined	competencies	for	SBA.235	In	addition,	
61%	 nursing	 institutions	 were	 reported	 as	 unsuitable	 for	 conducting	 competency-based	
trainings.	234		
Researchers	have	also	reported	that	in	some	states	of	India	there	is	a	lack	of	nationally	agreed	
minimum	 standards	 for	 drugs,	 supplies	 and	 equipment	 that	 results	 in	 procurement	 of	
resources	of	variable	quality.	16	In	addition,	poor	hospital	infrastructure	and	strict	institutional	











structural	 indicators.	 For	 example,	 just	 35%	 of	 Community	 Health	 Centres	 (CHC)	 had	






Other	cross-sectional	evidence	 from	 Indian	studies	 such	as	 in	Madhya	Pradesh,	which	has	
similar	 indicators	to	Uttar	Pradesh,	has	found	that	86%	of	deliveries	occur	 in	public	sector	
facilities	that	are	unable	to	provide	the	recommended	BEmOC	signal	functions.	62	In	this	study,	
researchers	 reported	 that	 amongst	 29	 facilities	 that	 could	 perform	 caesarean	 operations,	
none	could	perform	all	the	BEmOC	functions.62		Capacity	to	provide	signal	functions	such	as	
parenteral	anticonvulsants,	manual	exploration	of	the	uterus,	removal	of	retained	products	
of	 conception	 and	 assisted	 vaginal	 deliveries	were	 particularly	 problematic.62	 In	 addition,	
researchers	 reported	 that	 CEmOC	 services	 were	 more	 likely	 to	 be	 available	 in	 a	 greater	
proportion	 of	 private-sector	 facilities	 compared	 to	 public	 sector	 facilities,	 just	 one	 in	 six	
public-sector	facilities	could	provide	all	CEmOC	services.62		
Other	structural	constraints	documented	in	Indian	maternity	facilities	have	included	limited	








of	 maternity	 care	 as	 shown	 by	 high	 rates	 of	 labour	 augmentation,	 routine	 conduct	 of	
episiotomies,	non-adherence	to	active	management	of	third	stage	of	labour,	limited	use	of	
partograph	 or	 foetal	 heart	 rate	 monitoring,	 early	 discharge	 from	 the	 hospital,	 limited	





















Researchers	 have	 also	 found	 overuse	 of	 prophylactic	 antibiotics	 during	 labour	 in	 India	
irrespective	of	the	type	of	delivery.	247		This	overuse	of	antibiotics	without	proper	indications	
is	thought	to	be	due	to	health	workers’	beliefs	regarding	poor	hygiene	and	infection	control	
standards	 at	 maternity	 facilities	 and	 their	 own	 assumptions	 of	 poor	 personal	 hygiene	 of	
women	that	come	for	deliveries.247			
Stanton	 et	 al.	 (2014)	 conducted	 an	 observational	 study	 in	 two	 Indian	 states,	 and	 found	







women	 were	 mistreated	 (shouted	 at	 or	 slapped),	 cases	 where	 women	 were	 not	 given	
adequate	information	about	the	procedures	being	done,	births	occurring	in	hospitals	without	
a	 health	 professional	 in	 attendance,	 and	 cases	 where	 post-partum	 women	 were	 not	
monitored	or	supported	after	childbirth.	66,239			
Evidence	 from	 various	 Indian	 states	 has	 also	 revealed	 poor	 routines	 in	 care,	 such	 as	





research	 evidence	 indicates	 that	 socio-demographic	 factors	 are	 a	 key	 determinant	 for	
choosing	private	sector	for	maternity	care.40	The	effect	of	education	seems	to	be	important,	





However,	 there	 is	 also	 contradictory	 evidence	 on	 whether	 obstetric	 complications	 could	




Most	 published	 studies	 from	 India	 (and	 specifically	 from	 Uttar	 Pradesh	 )	 have	 not	
comprehensively	 measured	 QoC	 during	 labour	 and	 childbirth,	 most	 have	 employed	
qualitative	 methodologies,	 were	 conducted	 in	 the	 public	 sector,	 	 examined	 home-based	
childbirth	 practices70	 or	 focus	 on	 specific	 issues	 	 such	 as	 PPH	 management77,	 labour	
augmentation	with	oxytocin,	250,251	neonatal	cord	care,	breastfeeding	or	thermal	care.252	As	a	
result,	 there	 is	 limited	 descriptive	 information	 from	 robust	 studies	 that	 comprehensively	
measure	QoC	during	labour	and	childbirth.	This	is	especially	true	for	the	private	sector	in	India	
which	provides	approximately	a	quarter	of	maternity	care	services	in	India.253,	254	However,	















Available	 population-based	 outcome	 measures	 illustrate	 the	 high	 burden	 of	 maternal,	
neonatal	and	perinatal	mortality	in	India.	The	MDG	5a	target	for	India	was	to	reduce	the	MMR	
to	 109	 maternal	 deaths	 per	 100,000	 live	 births	 by	 2015.256	 However,	 despite	 impressive	
progress,	 with	 declines	 in	MMR	 from	 437	 to	 178	 per	 100,000	 live	 births	 (a	 59%	 decline)	
between	1990	and	2012,	India	could	not	achieve	the	MDG5a	targets.	Furthermore,	national	
estimates	hide	striking	disparities	between	 Indian	states.	For	example,	 the	MMR	in	Assam	
was	 found	 to	be	328	per	100,	000	compared	 to	Uttar	Pradesh,	where	 the	MMR	was	240,		





For	 neonatal	 mortality,	 in	 2013,	 India	 had	 the	 highest	 burden	 globally	 with	 0.75	 million	



















public	 sector.	 Most	 identified	 studies	 did	 not	 examine	 care	 at	 the	 time	 of	 birth	 in	 a	
comprehensive	 manner.	 The	 literature	 review	 on	 structural	 aspects	 of	 QoC	 identified	

















Management	 capacity	 has	 often	 been	 identified	 as	 a	 critical	 bottleneck	 for	 poor	 health	
indicators	 in	 LMICs264	 but	 their	 potential	 in	 improving	 QoC	 at	 hospitals	 has	 not	 been	






In	 hospitals,	 management	 competencies	 are	 needed	 to	 identify	 and	 prioritise	 problems,	
develop	appropriate	plans,	effectively	utilise	available	resources	and	track	progress	towards	
















good	management	practices	 could	 lead	 to	better	 returns	on	 investment	 through	 financial	
earnings	and	cost	savings.265		
However,	in	hospitals	unlike	other	organizations,	managers	need	to	understand	not	just	the	











performance	 management,	 target	 management	 and	 people	 management.42-45	 These	
practices	are	illustrated	in	figure	3	and	further	details	are	outlined	below.		
1. Operations	management:	Operations	management	 refers	 to	 the	design,	management,	
and	improvement	of	systems	that	affect	a	hospital’s	performance.	A	review	of	operations	
management	literature	identifies	the	following	best	practice	categories:	“lean	systems”	
to	 eliminate	 waste	 and	 non-value-added	 activities,	 planning	 and	 control	 systems	 and	



























Systems	of	 training,	 supervision	 and	 career	 development	 are	 also	 thought	 to	 improve	
retention	of	health	workers.	290,291	Bloom	et	al.277	and	Dorgan		et	al43		suggest	that	good	
practices	 for	people	management	 include	a	 structured	approach	 to	 recruit,	 retain	and	
manage	health	workers.	They	also	suggest	that	effective	incentive	systems	are	linked	to	
performance	appraisals	and	should	balance	both	financial	and	non-financial	 incentives.	
Merit-based	 promotions	 rather	 than	 by	 tenure	 or	 seniority	 are	 also	 considered	 best	
practices.	277	However,	in	LMIC	settings,	human	resource	systems	are	not	as	developed,	
and	people	management	is	often	challenging.		For	example,	in	the	public	sector,	decision-





4. Performance	 management:	 	 Performance	 management	 allows	 managers	 to	 identify	
deficiencies	 in	 service	provision293	 and	 if	 done	effectively,	 is	 thought	 to	 improve	 care-
processes	 and	 clinical	 outcomes.294,295,296Researchers	 have	 argued	 that	 multiple	
performance	indicators	are	required	to	measure	hospital	performance	accurately.	297-299	
According	 to	 Scott	 et	 al.,	 an	 effective	 performance	 monitoring	 system	 is	 based	 on	
evidence-based	clinical	decision-making	(through	guidelines,	protocols	and	pathways);	it	





systematic	 review	that	 supports	 the	effectiveness	of	audits	and	 feedback	 in	 improving	
professional	practice	and	health	outcomes.	195	
2.8.2:	Empirical	evidence	on	hospital	management	practices	and	quality		
Although	 it	 is	 generally	 accepted	 that	management	 practices	 influence	 quality	 of	 care	 at	
hospitals,	 empirical	 evidence	 examining	 this	 relationship	 is	 limited.300	 	 Perhaps,	 because	
management	is	hard	to	measure	using	quantitative	methods	and	methodological	advances	in	
measurement	 have	 been	 recent,	 there	 is	 limited	 evidence	 to	 support	 these	 claims,	
particularly	as	there	is	a	dearth	of	studies	from	LMIC	settings.		
The	 bulk	 of	 the	 peer-reviewed	 literature	 consists	 of	 non-empirical	 articles	 such	 as	 case	
studies,	 opinion-pieces,	 editorials	 but	 these	 often	 lack	 empirical	 data	 examining	 the	
relationship	between	management	and	quality	of	care.301,302	303	Many	researchers	have	noted	
this	as	an	important	evidence	gap.	300,304-306	The	only	systematic	review	which	examined	the	
role	 of	 hospital	 managers	 in	 quality	 and	 patient	 safety	 found	 limited	 and	 inconsistent	
evidence	 	 on	 this	 relationship.300	 The	 modest	 evidence	 that	 exists	 does	 suggest	 that	
managers’	 time	 spent,	 engagement	 and	work	 specifically	 on	 quality	 assurance	 influences	
indicators	of	clinical	quality	and	patient-safety	positively.	300	Managerial	activities	thought	to	
improve	quality	include	activities	such	as	establishing	goals	and	strategies	to	improve	QoC,	
setting	 the	quality	 agenda,	promoting	a	quality	 improvement	 culture	and	procurement	of	
institutional	resources	to	ensure	quality	of	care.	300		
The	past	decade	has	seen	a	 rise	 in	 the	 innovative	measurement	efforts	 that	have	 tried	 to	
quantify	 the	relationship	between	management	and	QoC	outcomes.	Most	of	 this	 research	
















clinics	 in	 the	 USA,	 researchers	 have	 found	 a	 strong	 association	 between	 management	
practices	and	client	days	to	treatment	and	increased	revenue	generated	at	these	clinics.	313	
Similarly,	in	UK	hospitals,	management	practices	were	found	to	be	strongly	associated	with	




over	 2,000	 hospitals	 in	 nine	 countries	 have	 found	 that	 hospitals	 with	 more	 effective	
management	 practices	 provide	 higher	 quality	 care.46,42,311	 One	 of	 these	 studies	 which	
restricted	analysis	to	data	from	hospitals	in	the	USA	and	England	found	that	when	hospital	
boards		paid	more	attention	to	clinical	quality,		managers	were	more	likely	to	pay	attention	




that	 the	 average	 total	 management	 scores	 in	 Indian	 hospitals	 were	 poorer	 compared	 to	
hospitals	 in	 other	 high	 income	 countries	 but	 this	 study	 did	 not	 examine	 the	 relationship	
between	management	scores	obtained	by	hospitals	and	QoC	outcomes.	44		
However,	 it	 is	 important	 to	 note	 that	 the	 majority	 of	 research	 studies	 examining	 the	
relationship	between	management	practices	and	QoC	were	done	in	high-income	countries,	
mostly	 in	 the	 private	 sector	 and	 none	 of	 them	 specifically	 focused	 on	 examining	 the	
relationship	 between	 management	 practices	 and	 quality	 of	 maternity	 care	 provision.	
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Therefore,	examining	whether	 there	 is	a	 relationship	between	management	practices	and	
QoC	offered	during	labour	and	childbirth	in	maternity	facilities	is	a	key	evidence	gap.		








Uttar	 Pradesh	 (UP)	 is	 India’s	most	 populous	 state	with	 approximately	 200	million	 people	
(about	17%	of	the	population	of	 India)	 living	across	 its	18	divisions	and	75	districts.314	The	
population	 is	predominantly	rural	 (77%).	Eight	cities	 in	Uttar	Pradesh	contain	more	than	1	
million	people	(Kanpur,	Lucknow,	Ghaziabad,	Agra,	Varanasi,	Meerut,	Allahabad	and	Bareilly).	




indicators	 compared	 to	 other	 Indian	 states.314	 	 The	 overall	 literacy	 rate	 is	 70%,	with	 60%	
female	literacy	compared	to	a	national	average	of	74%	and	65%,	respectively.	315		
The	 religious	and	caste	characteristics	of	Uttar	Pradesh	show	the	strong	presence	of	both	





































Population	(in	millions)	 199.8	 1.7	 4.6	 1.8	
Rural	population	(%)	 78	 83	 34	 90	
Literacy	(%)	 57	 61	 71	 65	
Fertility	(lifetime)	 3.3	 3.7	 2.6	 3.2	
Maternal	mortality	ratio	(per	100,000)	 345	 267	 267	 267	
Under	five	mortality	(per	1,000)	 94	 99	 52	 97	
Infant	mortality	rate	(per	1,000)	 71	 78	 36	 65	
Neonatal	mortality	rate	(per	1,000)	 50	 55	 24	 43	
Current	use	of	modern	FP	methods	among	currently	
married	(women	(%)	
31.8	 23.2	 39.7	 38.6	
Unmet	need	for	family	planning	among	currently	
married	women	(%)	
29.7	 43.2	 23.7	 25.0	
ANC	3+	visit	(%)	 29.6	 14.5	 51.0	 32.3	
Institutional	birth	rate	(%)	 45.6	 42.4	 59.7	 47.7	
Delivery	at	home	conducted	by	SBA	(%)	 21.8	 11.2	 53.2	 28.6	
Mother	received	post-natal	check-up	within	48	hours	
(%)	
68.4	 48.8	 66.5	 72.7	
Newborn	was	checked	within	24	hours	of	birth	(%)	 68.2	 49.9	 71.7	 74.4	
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services	are	also	available	at	 sub-centres,	 if	 auxiliary	nurse	midwife	 (ANM),	 female	health	
worker	 (cadre)	 or	 staff	 nurses	 are	 available.	At	 the	next	 level	 are	primary	health	 centres,	
which	 although,	 envisioned	 as	 round-the-clock	 BEmOC	 sites,	 may	 not	 always	 provide	
maternity	 services.	 	 Community	 health	 centres	 (CHCs)	 are	 sites	 where	 obstetricians	 and	
paediatricians	are	available	and	they	may	function	at	the	BEmOC	or	CEmOC	level.	First	referral	











and	 tertiary	 level	 hospitals	 that	 provide	 both	 BEmOC	 and	 CEmOC	 services.323	 There	 are	











Qualified	health	workers	 providing	maternity	 care	 services	 at	 institutions	 include	doctors,	
nurses,	 auxiliary	 nurse	midwives	who	 receive	 5	 years,	 3	 years	 and	 2	 years	 of	 pre-service	





























PHC-Basic	 Obstetric	 and	 Neonatal	 Care	 (round-the	
clock	services	at	PHCs,	CHCs	other	than	FRUs)	







• Assisted	 vaginal	 deliveries	 like	 outlet	 forceps,	
vacuum	
• Stabilisation	 of	 patients	 with	 obstetric	
emergencies,	e.g.	eclampsia,	PPH,	sepsis,	shock	
• Referral	linkages	with	higher	facilities	




• Comprehensive	 management	 of	 all	 obstetric	
emergencies,	 e.g.	 Eclampsia,	 Sepsis,	 PPH,	
retained	placenta,	shock.		
• In-house	blood	bank/blood	storage	centre	












• 48	 hours	 stay	 post-delivery	 and	 all	 postnatal	
services	 for	 zero	 and	 third	 day	 to	mother	 and	
baby.	
• Timely	 referral	 of	 women	 with	 postnatal	
complications.	
All	in	Level	2	plus	
• Clinical	 management	 of	 all	 maternal	
emergencies	 such	 as	 PPH,	 Puerperal	 Sepsis,	
Eclampsia,	 Breast	 Abscess,	 post-surgical	
complication,	 shock	 and	 any	 other	 postnatal	
complications	such	as	RH	incompatibility	etc.	




• Stabilisation	 of	 mother	 with	 postnatal	















Maternal	and	newborn	health	 in	 India	 falls	under	 the	 remit	of	 the	Ministry	of	Health	and	
Family	Welfare	(MoHFW).	Since	India	obtained	its	 independence	in	1947,	there	have	been	
significant	 shifts	 with	 regards	 to	 programmes	 and	 policies	 on	 reproductive	 and	maternal	
health.	 The	 evolution	 of	 quality	 in	 maternal	 health	 and	 major	 programmatic	 efforts	 for	























































































leading	 the	 external	 evaluation	 of	 Matrika	 project	 funded	 by	 MSD	 for	 mothers	 and	
implemented	 by	 two	 NGOs	 –	 Pathfinder	 International	 (lead)	 and	 World	 Health	 Partners	
(partner)	in	Uttar	Pradesh.		





















Halder)	based	 in	New	Delhi,	 India.	My	PhD	 research	work	was	done	alongside	 the	overall	
impact	 evaluation	 and	 contributed	 some	 important	 information	 to	 the	 impact	 evaluation.	
Apart	from	receiving	regular	guidance	from	my	co-supervisor	Dr.	Timothy	Powell-	Jackson,	
and	guidance	from	Ms.	Loveday	Penn-Kekana	on	the	analysis	of	qualitative	data,	none	of	the	









2007.	 After	 that,	 I	 went	 back	 to	 Nepal	 and	 worked	 in	 a	 variety	 of	 positions	 with	 non-	
governmental	organizations,	bilateral	donors	and	UN	agencies	in	Nepal	and	other	countries	




interests	 and	 the	 scope	 to	 conduct	 this	 work	 within	 the	 Matrika	 evaluation.	 Prior	 to	






from	 National	 Rural	 Health	 Mission	 and	 obtained	 the	 necessary	 permissions	 prior	 to	
approaching	 hospitals.	 I	 coordinated	 and	 managed	 relationships	 with	 local	 partners	 at	













all	 logistical	and	administrative	 issues.	 I	was	responsible	 for	deploying	14-field	researchers	
and	three	field-	supervisors	during	this	time.		
For	 the	management	 survey,	 I	 adapted	 a	 pre-existing	 tool	 so	 that	 it	 was	 relevant	 to	 the	
context	of	Uttar	Pradesh	and	led	a	three-day	orientation	programme	to	field-researchers	on	
management.	I	piloted	the	management	survey	instrument	at	one	hospital	over	a	day,	made	
required	 changes	 to	 the	 tool	 after	 piloting	 and	 then	 finalised	 the	 survey	 instrument.	 I	
conducted	all	 the	 interviews	with	managers	at	 thirty-three	hospitals	myself,	prepared	 the	
transcripts,	entered	the	data,	ensured	data	quality	and	consistency.		
During	my	 time	 in	 Uttar	 Pradesh,	 I	 also	 provided	 regular	 updates	 to	my	 supervisors	 and	






were	 used	 for	 subsequent	 studies	 in	 Uganda	 and	 in	 Rajasthan,	 where	 I	 conducted	 the	
trainings.	As	a	part	of	my	contract	with	MET,	I	also	submitted	a	preliminary	report	on	QoC	and	
management	practices	at	maternity	facilities	in	Uttar	Pradesh	to	MSD	for	mothers.			Although,	
my	 research	 provided	 important	 information	 to	 the	 larger	Matrika	 evaluation,	 I	 was	 not	
involved	in	other	aspects	of	the	larger	impact	evaluation	study.		
4.2:	Funding		
































































































This	 chapter	provides	an	overview	of	 the	conceptual	 framework,	aims,	objectives	and	 the	
study	design	of	my	PhD	study.	The	first	section	outlines	the	conceptual	framework	of	my	PhD	
and	the	aim	and	objectives.	I	then	discuss	the	study	design	with	sections	on	the	development	




A	 conceptual	 framework	 is	 the	 composition	 of	 various	 concepts	 developed	 from	 the	









from	discrimination	 and	 others.334	 Clinical	 care	 provision	 or	 adherence	 to	 evidence-based	






care	 personnel.	 	 This	 corresponds	 to	 the	process	 element	 in	 Donabedian’s	 framework.145	
Finally,	the	last	box	corresponds	to	outcomes	such	as	improvements	in	clinical	outcomes335	










Ultimately,	 my	 doctoral	 research	 aims	 to	 provide	 policymakers,	 public	 health	 managers,	







2. To	 investigate	 and	 describe	 patterns	 of	 mistreatment	 encountered	 by	 women	 during	
labour	 and	 childbirth	 at	 26	 public	 and	 private	 sector	maternity	 facilities	 and	 examine	
whether	mistreatment	 is	associated	with	socio-demographic	characteristics	of	women,	
characteristics	of	health	workers	and	characteristics	of	maternity	facilities.			











month	period,	 I	 led	 two	primary	data	collection	efforts	 in	 three	districts	of	Uttar	Pradesh,	
India.	To	address	objective	one	and	 two,	 I	 conducted	clinical	practice	observations	of	275	
mother-newborn	pairs	at	26	public	and	private	sector	maternity	facilities	utilising	a	structured	
tool	 designed	 to	 assess	 QoC	 during	 normal	 labour	 and	 childbirth	 including	 aspects	 of	
mistreatment	of	women	at	maternity	facilities.		
To	 address	 objective	 three,	 I	 conducted	 a	 separate	 cross-sectional	 survey	 by	 interviewing	
hospital	managers	at	33	maternity	facilities	by	using	a	previously	tested	survey	instrument	






for	 care	 during	 normal	 labour	 and	 childbirth,204,336	NICE	 guidelines	 for	 intrapartum	 care,	 5		
AMDD	EmONC	needs	assessment	tools22	and	research	instruments	from	the	Gaala	study337.		
I	also	conducted	exploratory	visits	to	the	study	sites	in	order	to	understand	the	socio-cultural	










Overall,	 the	 QoC	 assessment	 tool	 has	 three	 sections.	 	 The	 first	 section	 is	 a	 screening	
questionnaire	that	captured	medical	and	obstetric	history	from	client	case	records	to	ensure	





Survey	 questionnaire	 (2014-2015).338	 	 The	 third	 section	 included	 modules	 that	 captured	
provision	of	technical	interventions	and	respectful	maternity	care	provision	from	the	time	of	







be	 applicable	 to	 the	 context	 of	 health	 facilities	 in	 rural	 Uttar	 Pradesh.	 	 Essentially,	 this	








improvement	existed;	 and	whether	 facility	performance	was	 regularly	 tracked	with	useful	
indicators.		Target	management	section	assessed	whether	appropriate	targets	had	been	set,	
whether	they	pushed	maternity	 facilities	to	 improve	their	performance,	and	whether	they	










































Use	of	oxytocics:	 Iyengar	et.al’s	 study	 in	a	neighbouring	state	of	Uttar	Pradesh	found	that	












Pradesh	 that	provided	maternity	 services:	all	29	of	 the	 larger	public	 facilities	 listed	by	 the	
Indian	Department	of	Health	i.e.	facilities	that	reported	at	least	200	deliveries	per	month342	
and	 in	 theory	were	 round-the	 clock	BEmOC	 sites.	 	 In	 addition,	 I	 also	 identified	30	private	
facilities	 that,	 in	 theory,	 provided	 continuous	maternity	 care.	 	 The	 private	 facilities	 were	
identified	by	key	informants	from	Sambodhi	Research	and	Communications	(Lucknow,	India),	
an	organization	that	has	worked	in	health	research	in	the	study	districts	for	several	years.47	







Among	 the	 nine	 private	 facilities	 that	 agreed	 to	 participate,	 no	 deliveries	 occurred	while	
observers	were	present.	The	observational	data	that	I	analyzed	therefore	came	from	18	public	
and	 eight	 private	 facilities.	 Further	 details	 on	 the	 sampling	 strategy	 and	 the	 study	 flow	
diagram	are	provided	in	chapter	6	and	figure	6	and	published	elsewhere47.		
5.7.2:	Management	survey		
A	 purposive	 sampling	 technique	 was	 utilized	 and	 all	 maternity	 facilities	 where	 clinical	
observations	had	taken	place	were	selected	for	the	management	survey.		All	selected	facilities	








At	 health	 facilities,	 female	 observers	 with	 nursing	 or	 midwifery	 backgrounds	 visited	








a	 structured,	 paper-	 based,	 clinical	 observation	 tool	without	 interfering	 in	 any	 aspects	 of	
clinical	care	provision.	Accompanying	family	members	or	companions	were	also	approached,	
consent	 taken	and	detailed	 information	on	demographic,	 socio-economic	and	educational	







to	 the	 QoC	 assessments.	 Interviews	 were	 presented	 as	 confidential	 conversations	 about	







risk,	 gestational	 age	between	37	and	42	 (+0)	weeks	with	 singleton	pregnancy	with	 vertex	
presentation	 admitted	 to	 facilities	 who	 consented	 to	 participate	 in	 the	 study	 and	 their	
newborns.		







The	 data	 obtained	 from	 clinical	 practice	 observations	 (for	 objective	 1	 and	 2)	 and	 the	
management	 survey	 (objective	 3)	 were	 coded	 either	 as	 binary,	 continuous	 or	 categorical	
variables.	 Both	 QoC	 and	 management	 datasets	 were	 double	 entered.	 Frequencies	 were	
calculated	for	all	variables,	and	outliers	or	errors	in	the	dataset	were	identified.	In	cases	there	
were	inconsistencies,	I	went	back	to	the	paper–based	questionnaires	and	verified	the	entered	








childbirth.	 Each	 item	 was	 coded	 as	 1	 if	 completed,	 and	 0	 otherwise.	 I	 finalised	 a	
comprehensive	framework	to	assess	QoC	during	labour	and	childbirth,	by	mapping	these	42	
clinical	 items	 into	17	overall	 essential	 care	practices.	Nine	of	 these	 clinical	 practices	were	







using	 data	 on	 facility	 caseload	 of	 normal	 deliveries,	 the	 idea	 being	 to	 correct	
underrepresentation	of	facilities	with	fewer	cases.		
Descriptive	analyses	was	conducted	at	the	level	of	individual	women	using	Svy	command	in	
STATA	 to	 account	 for	 clustering	 of	 patients	 within	 facilities.	 Prevalence,	 proportions,	





For	 investigating	 whether	 QoC	 was	 associated	 with	 characteristics	 of	 the	 women,	 health	
workers	and	health	 facilities,	 I	used	a	two-level	 linear	mixed	effects	model	with	a	random	
effect	at	 the	 facility	 level	 to	account	 for	clustering.344	The	exposure	variable	was	public	or	
private	 sector	 and	 the	 explanatory	 variables	 were	 women’s	 characteristics	 (parity,	 age,	
referral	 status,	 caste,	 wealth,	 time	 and	 day	 of	 admission),	 health	 worker	 characteristics	
(delivery	by	qualified	personnel,	duty	hours)	and	facility	characteristics	(volume).	I	also	added	






I	 analysed	 quantitative	 data	 on	 15	 potentially	 harmful	 interventions	 obtained	 from	
quantitative	checklist	used	during	clinical	observations	of	275	normal	labour	and	childbirth	in	
maternity	 facilities.	 I	 also	 used	 qualitative	 data	 obtained	 from	 open-ended	 observers’	
comments	recorded	at	the	end	of	every	clinical	observation.		
For	the	quantitative	analysis,	each	item	of	mistreatment	was	coded	as	1	if	observed,	and	0	
otherwise.	 An	 aggregate	 score	 for	 mistreatment	 was	 calculated	 for	 every	 woman,	 which	
ranged	from	0-15.	Descriptive	analyses	were	carried	out	at	the	level	of	individual	women	to	
describe	 patterns	 of	mistreatment	 that	 occurs	 at	maternity	 facilities.	 I	 then	 conducted	 a	
bivariate	analysis	to	examine	the	relationship	between	indicators	of	mistreatment	and	socio-
demographic	 characteristics	 of	 women.	 Means,	 proportions	 and	 a	 summary	 total	
mistreatment	score	were	calculated	for	all	covariates.	Chi	square	tests	were	used	to	assess	
whether	 there	 was	 a	 significant	 difference	 amongst	 the	 use	 of	 practices	 considered	
mistreatment	 and	 the	 relevant	 co-variates.	 Since,	 this	 paper	 was	 conceptualised	 as	 a	
descriptive	paper	written	to	document	and	explain	the	context	and	reasons	for	mistreatment,	
I	 did	 not	 conduct	 any	 advanced	 regression	 analysis.	 Instead,	 I	 used	 qualitative	 insights	
obtained	from	observer’s	comments	to	further	explain	quantitative	data	on	mistreatment.		
For	 analysing	 the	 qualitative	 data	 obtained	 from	observers’	 comments,	 I	 used	 a	 thematic	




Two	 separate	 analyses	 were	 done	 to	 address	 objective	 three.	 	 First,	 to	 analyse	 the	
determinants	of	management	practices	at	33	maternity	facilities,	I	calculated	total	scores	for	



















Review	 Board	 in	 India	 and	 the	 London	 School	 of	 Hygiene	 &	 Tropical	Medicine	 in	 the	 UK	
(LSHTM	Ethics	Ref:	8858)	which	included	specific	details	on	the	QoC	assessments	and	the	final	
study	 instruments.	 The	 study	 protocol	 also	 received	 clearance	 from	 the	 National	 Health	
Mission	in	Uttar	Pradesh.			
The	focus	of	this	PhD	research	was	on	the	observations	of	labour	and	childbirth	at	maternity	
facilities.	 It	 did	 not	 involve	 clinical	 interventions	 or	 other	 controversial	 issues	 such	 as	
collection	of	biological	samples	or	conduct	of	clinical	examinations.	All	the	investigators,	field	
researchers	and	staff	from	the	local	research	partner	were	external	and	did	not	have	a	role	in	




research	 ethics	 and	 informed	 consent	 as	 a	 part	 of	 their	 training.	 Unless,	 there	were	 life-



































in	public	and	private	 sector	maternity	 facilities	and	examine	whether	quality	 is	associated	
with	characteristics	of	women,	health	workers	or	facilities.	This	paper	utilised	primary	data	
collected	from	clinical	observations	of	275	mother-baby	pairs	at	26	hospitals	which	were	then	
weighted	 to	 obtain	 population-based	 estimates	 for	 the	 study	 districts.	 I	 also	 developed	
innovative	frameworks	for	the	measurement	of	QoC	at	the	time	of	birth,	by	developing	the	
overall	essential	QoC	index,	an	index	for	quality	of	obstetric	care	and	an	index	for	quality	of	
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and	 emotionally,	 but	 also	 impacts	 the	 survival	 and	 long-term	 health	 of	 mothers	 and	





processes	 of	 care	 result	 in	 bad	obstetric	 and	neonatal	 outcomes346,347	 and	poor	 quality	 is	
associated	with	low	demand	for	maternal	health	services.348,349	In	addition,	as	childbirth	is	a	
normal	physiological	process,	some	care	provided	can	be	ineffective	or	even	harmful.114	
Despite	 substantial	 efforts	 to	 promote	 evidence-based	 obstetrics,	 the	 uptake	 of	
recommended	 interventions	 into	 clinical	 practice	 has	 been	 limited	 worldwide.119,120,337	

















is	 often	 less	 equitable	 than	 the	 public	 sector.33	 India	 has	 a	 mixed	 health	 system	 with	 a	
dominant	private	sector	and	extreme	heterogeneity	of	facilities.	An	estimated	75%	of	private	











of	 labour	 augmentation,	 routine	 episiotomies,	 no	 choice	 of	 position,	 non-adherence	 to	
protocols,	limited	monitoring,	early	discharge	from	the	hospital	and	poor	neonatal	care.71,77,78	
It	 is	well-established	 that	 the	private	 sector	 is	 a	driver	of	 caesarean	 section	 rates	 in	most	
world-regions.36,39,356,357In	addition,	a	2011	study	using	multivariate	analysis	of	over	11	000	
delivery	records		in	Thailand	found	that	women	who	delivered	in	the	private	sector	were	9.4	
























We	 used	 a	 multistage	 stratified	 sampling	 methodology.	 The	 sampling	 frame	 included	 29	






facilities	 providing	 24/7	maternity	 care	 in	 the	 study	 districts	 and	 selected	 all	 facilities	 for	
inclusion	 in	 the	 study.	 In	 the	 second	 stage,	 18	 public	 facilities	 were	 randomly	 selected	
stratified	by	 type	of	 facility	and	all	agreed	to	participate.	Amongst	 the	30	private	 facilities	
invited	to	participate,	13	facilities	refused.	There	were	no	cases	at	an	additional	nine	private	
facilities	 during	 the	 one	week	 that	 researchers	were	 stationed	 there.	 Figure	 6	 shows	 the	
overall	study	flowchart.	Power	calculations	were	done	to	estimate	the	required	number	of	















































































We	developed	a	QoC	assessment	 tool	based	on	a	 critical	 assessment	of	previously	 tested	
instruments337,360	and	WHO	guidelines	for	care	during	pregnancy	and	childbirth.361	Questions	
capturing	 educational,	 demographic	 and	 socio-economic	 status	 were	 adapted	 from	 the	
National	Family	Health	Survey	questionnaire.338	The	QoC	assessment	tool	 is	available	from	
Appendix	 1.	 At	 maternity	 facilities,	 14	 trained	 enumerators	 with	 maternal	 and	 newborn	
health	backgrounds	visited	the	admissions,	emergency,	labour	room	and	postnatal	wards	to	
identify	 pregnant	 women	who	were	 likely	 to	 undergo	 uncomplicated	 vaginal	 births.	 Two	






Learning	 from	 previous	 quality	 measurement	 efforts,151,153	 we	 operationalized	 QoC	 as	
encompassing	clinical	care	provision	and	clients‘	experiences	of	care.	Clinical	care	provision	
means	application	of	evidence-based	processes	 including	principles	of	doing	no	harm	and	





was	coded	1	 if	 the	mother	was	observed	to	 initiate	breastfeeding	within	one	hour).	Other	
practices	were	based	on	multiple	items	(e.g.	Active	Management	of	Third	Stage	of	Labour	was	
coded	as	1	 if	uterotonic	within	1	min,	cord	clamping	and	controlled	cord	traction	were	all	




The	 exposure	 variable	 was	 public	 or	 private	 sector	 and	 the	 explanatory	 variables	 were	









































































































enumerator	 to	 mitigate	 biases	 across	 observers.	 Estimation	 was	 by	 restricted	 maximum	
likelihood.	We	used	a	Wald	test	to	generate	an	overall	p-value	for	each	categorical	variable	







caste	were	 in	higher	proportion	at	private	maternities	 than	 the	public	 sector	 (p=0.002).	A	
higher	proportion	of	private	sector	clients	were	from	the	highest	quintile	and	third	quintile	
than	public	sector	patients	(p=0.07).	A	greater	proportion	of	deliveries	in	the	private	sector	
(73%)	 compared	 to	 public	 sector	 (27%)	 were	 performed	 by	 qualified	 personnel	 (doctors,	
nurses,	and	midwives)	(p=0.01).	A	greater	proportion	of	cases	were	admitted	to	the	private	





















a. <20	years		 16/275	(6%)	 12/211	(5.6%)	 4/64	(6.2%)	 5.5%	 6%	 4.4%	
b. 20-35	years		 247/275	(90%)	 191/211	(90.5%)	 56/64	(87.5%)	 90.4%	 90%	 90.5%	
c. 35	years	or	more		 12/275	(4%)	 8/211	(4%)	 4/64	(6.2%)	 4.1%	 4%	 5.1%	
Parity		 0.7	
a. Primipara	 119	(43%	 90/	211	(43%)	 29/64	(45.3%)	 44%	 41.6%	 53.4%	 	
b. Multipara	 156	(57%)	 121/	211	(57%)	 35/64	(54.7%)	 56%	 58.4%	 46.6%	
Referral	status		 	 	 	 	 	 	 	
a. Patient	directly	to	this	facility		 243/275	(88.4%)	 197/	211	(93.4%)		 46/64	(72%)	 91.5%	 96%	 74%	 0.003	
b. Patient	referred	from	another	facility		 32/275	(11.6%)	 14/	211	(6.6%)		 18/64	(28%)	 8.5%	 4%	 26%	
Caste		
a. “Scheduled	caste”	 59/275	(21.4%)	 53/	211	(25.1%)		 6/64	(9.4%)	 24.2%	 29%	 6.4%	 0.002	
b. “Scheduled	tribe”	 2/275	(0.7%)	 0/	211	(0%)		 2/64	(3.1%)	 0.3%	 0%	 1.4%	
c. “Other	backward	caste”	 153/275	(55.6%)	 111/	211	(52.6%)		 42/64	(65.6%)	 51.4%	 49%	 61.1%	
d. “General	caste”	 61/275	(22.2%)	 47/	211	(22.3%)		 14/64	(22%)	 24.1%	 22.3%	 31%	
Socio-economic	status		
a. 1st	quintile	(lowest)	 56/275	(20.4%)	 49/	211	(23.2%)		 7/64	(11%)	 22.5%	 24.2%	 16%	 0.07	
b. 2nd	quintile		 54/275	(19.6%)	 46/	211	(22%)	 8/64	(12.5%)	 18%	 19.5%	 11%	
c. 3rd	quintile		 55/275	(20%)	 36/	211	(17%)		 19/64	(30%)	 18%	 18%	 18%	
d. 4th	quintile		 55/275	(20%)	 46/	211(22%)		 9/64	(14%)	 19.5%	 22%	 10%	
e. 5th	quintile	(highest)	 55/275	(20%)	 34/	211	(16.1%)		 21/64	(33%)	 22.5%	 17%	 45.2%	
Type	of	birth	attendant			
a. Qualified	birth	attendant	 113/275	(41%)	 75/211	(35.5%)	 38/64	(59.4%)	 36%	 27%	 73%	 0.01	
b. Unqualified	SBA		 162/275	(59%)	 136/211	(64.5%)	 26/64	(40.6%)	 64%	 73%	 27%	
Admission	during	work	hours?		
a. Within	work	hours	(9:00	AM	-17:00	PM)	 254/275	(92.3%)	 191/211	(90.5%)	 63/64	(98.4%)	 94.4%	 93%	 99.5%	 0.003	
b. Out	of	hours	(17:01	PM	to	8:	59	am)	 21/275	(7.6%)	 20/211	(9.5%)	 1/64	(1.5%)	 5.5%	 7%	 0.5%	
Admission	during	weekends?			
a. Admission	during	weekdays		 211/275	(77%)	 158/211	(75%)	 53/64	(83%)	 77%	 76%	 82%	 0.58	




Table	 9	 below	 shows	 the	 QoC	 by	 sector	 for	 each	 of	 the	 clinical	 practices	measured.	 For	
obstetric	 care	 provision,	 monitoring	 of	 labour	 using	 partograph	 (2%),	 screening	 for	 pre-
eclampsia/	eclampsia	(2%),	woman-centred	care	(4%),	no	harmful/unnecessary	interventions	
(4%)	 and	 AMTSL	 (24%)	 were	 particularly	 low	 in	 both	 sectors.	 Facilities	 in	 both	 sectors	





unnecessary	 maternal	 care	 interventions	 (p=0.2)	 or	 in	 harmful	 health	 worker	 behaviours	
towards	mothers	(p=0.45).		
For	foetal/neonatal	care,	foetal	heart	rate	monitoring	at	regular	intervals	(20%),	assessment	








completed	 amongst	women	 giving	 birth	 in	 the	 private	 sector	 compared	 to	 33%	 in	 public	
sector	 facilities	 (p=0.01).	 For	 obstetric	 care,	 private	 sector	 clients	 received	 40%	 of	 the	













higher	 (p=0.03)	 in	private	 sector	 facilities	 than	public	 sector	 facilities,	 after	 controlling	 for	
confounders	(Table	10).	We	found	no	association	between	use	of	qualified	personnel,	facility	
caseload	or	client	characteristics	and	overall	QoC	at	the	time	of	birth.	Specifically,	there	were	
no	 statistically	 significant	 differences	 in	 quality	 of	 care	with	 respect	 to	 the	woman’s	 age,	
parity,	 referral	 status,	 caste,	 or	 socio-economic	 status.	 However,	 admission	 during	 the	
weekends	was	associated	with	a	3-percentage	point	poorer	standard	of	care	(p=0.03).	
We	 examined	 adjusted	 variances	 between	 health	workers	 and	 health	 facilities	 and	 found	








































Regular	monitoring	of	labour	using	partograph	 3	(1.1)	 1(0.5)	 0.1	to	3.3	 2	(3.1)	 0.7to	12	 0.07	 1.6	 0.2	 0.1	to	1.9	 7.2	 1.7	to	26	 <0.001	
Maternal	Infection	prevention	measures	during	
admission		
212	(77)	 159	(75.4)	 69	to	81	 53	(83)	 71.4	to	90	 0.21	 76.4	 73.4	 65	to	80	 88.2	 77	to	94	 0.1	
Screening	for	Preeclampsia/	Eclampsia		 3	(1.1)	 2	(0.9)	 0.2	to	3.7	 1	(1.5)	 0.2	to10.5	 0.67	 2.3	 2.22	 0.5	to	9.3	 2.5	 0.3	to	16	 0.9	
Maternal	Infection	prevention	measures	during	
childbirth		
115	(42)	 76	(36)	 30	to	43	 39	(61)	 48.4	to72.2	 <0.001	 45.5	 38.3	 31	to	46%	 74.1	 59	to	85	 0.05	
Active	management	of	the	third	stage	of	labour		 73	(26.5)	 58	(27.4)	 22	to	34	 15(23.4)	 14.6	to	35.5	 0.52	 24.5	 25.4	 19.3	to	32.5	 21	 11	to	36	 0.7	
Maternal	blood	loss	assessment			 124	(45.1)	 81	(38.4)	 32	to	45	 43(67.2)	 54.7	to	77.6	 <0.001	 43	 34.5	 27.4	to	42.4	 75.7	 61	to	86	 0.01	
Women	centred	respectful	care	practices		 12	(4.4)	 9	(4.3)	 2.2	to	8	 3	(4.7)	 1.5to	14	 0.88	 3.4	 3	 1	to6	 5.6	 1.1	to	24	 0.5	
No	harmful	interventions	done	to	the	mother		 15	(5.4)	 14	(6.6)	 4	to	11	 1	(1.5)	 0.2	to10.5	 0.12	 4.3	 5	 3	to	9	 1.5	 0.2	to	10	 0.2	
No	harmful	health	worker	behaviours	towards	the	
mother	
215	(78.2)	 162	(77)	 70.5	to	82	 53	(83)	 71.4	to	90.3	 0.306	 74	 72.4	 64	to	79	 81	 57	to	93	 0.45	
Clinical	practices	for	newborn	care	
Checks	fundal	height	and	foetal	presentation	 4	(1.4)	 1(0.5)	 0.1	to	3	 3	(4.7)	 1.5	to13	 0.014	 1.1	 0.5	 0.1	to	3.6	 3.4	 0.7	to	14	 0.08	
Foetal	heart	rate	monitored	at	regular	intervals		 61	(22.2)	 20	(9.5)	 6.2	to	14	 41	(64)	 51	to75	 <0.001	 20	 6.6	 45	to10.5	 73.3	 58	to	84	 <0.001	
Health	workers	prepared	for	resuscitation,	if	required	 179	(65.1)	 132	(62.6)	 56	to	69	 47(73.4)	 61.2	to	83	 0.11	 68	 67.2	 60	to74	 71.5	 51	to	86	 0.8	
Neonatal	sterile	cord	care		 265	(96.4)	 202	(96)	 92	to	98	 63(98.4)	 89.5	to	99.8	 0.3	 95.2	 94.6	 89	to	97.5	 97.5	 84	to	99	 0.5	
Appropriate	newborn	thermal	care		 84	(30.5)	 62	(29.4)	 23	to	36	 22(34.4)	 23.7	to	47	 0.4	 38	 36.5	 29	to	45	 42.4	 26	to	62	 0.7	
Apgar	score	1	min	and	5	min		 1	(0.36)	 0	(0)	 0	to	0	 1	(1.5)	 0.2	to	10.5	 0.07	 0.9	 0	 0	to	0	 4.7	 0.6	to	27	 0.08	
Initiate	early	breastfeeding		 191	(69.4)	 148	(70)	 64	to	76	 43(67.2)	 55	to77	 0.6	 70	 71	 62	to	78	 65.6	 49	to	79	 0.6	
No	harmful	or	unnecessary	practices	for	the	newborn	 95	(34.5)	 70	(33.2)	 27	to	40	 25	(39)	 28	to	52	 0.3	 38	 35.3	 28	to	43.5	 49	 31	to	67	 0.3	
Aggregate	indices	of	quality	of	care	at	time	of	birth	
Obstetric	care	Index		 31.2	 29.6	 28	to	31	 36.5	 33	to39.5	 0.03	 30.5	 28.2	 26	to	30.5	 40	 35	to	44	 0.01	
Neonatal	care	index		 40	 37.6	 36	to	39	 48	 44	to	51.6	 0.02	 41.3	 38.9	 37.2	to	41	 51	 45	to	57	 0.02	




Outcome:	Essential	care	at	the	time	of	birth	index	 Coef.	 p	value	 95%	Conf.	interval	
Explanatory	variables				
By	sector		
•         Public	sector Base	 	 	
•         Private	sector 0.06	 	0.03	 0.01-	0.11	
Was	the	admission	on	a	weekend?		 	 	 	
•         Weekday	admission	 Base	 	 	
•         Weekend	admission	 -0.03	 	0.03	 -0.06-	0.003	
Number	of	deliveries	at	maternity	facility	last	year		 	 	 	
•         low	volume	<2000	deliveries/	year Base	 	 	
•         average	volume	(2000-2999	deliveries/year) 	0.01	 	0.77	 -0.05-	0.06	
•         High	volume	(>3000	deliveries/	year) 	-0.02	 -0.08-	0.05	
Woman's	age		 	 	 	
•         Less	than	20	years Base	 	 	
•         20-34	years 0.01	 0.91	 -0.04-	0.05	
•         35	and	greater 0.01	 -0.05-	0.08	
		Parity		 	 	 	
•         Primipara Base	 	 	
•         Multipara 0.01	 0.22	 -0.01-	0.03	
	Referral	to	the	hospital?		 	 	 	
•         Patient	directly	to	this	facility Base	 	 	
•         Patient	referred	from	another	facility 0.00	 0.84	 -0.04-	0.03	
	Caste		 	 	 	
•         Scheduled	caste	and	scheduled	tribe Base	 	 	
•         Other	backward	caste 0.02	 0.15	 -0.01-	0.04	
•         General	caste 0.03	 0.00-0.06	
	Socio-economic	status		 	 	 	
•         1st	quintile	(lowest) Base	 	 	
•         2nd	quintile	(lower) 0.00	
0.08	
-0.03-	0.03	
•         3rd	quintile	(average) 0.00	 -0.03-	0.03	
•         4th	quintile	(higher) 0.00	 -0.03-	0.03	
•         5th	quintile	(highest) 0.04	 0.0- 0.07	
Admission	during	work	hours?		 	 	 	
•         Within	work	hours	(9:00	AM	-17:00	PM) Base	 	 	
•         Out	of	hours	(17:01	PM	to	8:	59	am) -0.01	 0.62	 -0.05-	0.03	
	Who	conducted	the	delivery?		 	 	 	
•         Non-qualified	birth	attendant Base	 	 	


















Our	 study	 advances	 the	 descriptive	 evidence	 base	 on	 QoC	 at	 the	 time	 of	 birth	 in	 India,	
particularly	for	the	private	sector	which	has	an	increasing	market	share	for	maternity	care.33	




behaviours,	 and	 respectful	 care	 practices.	 The	 essential	 care	 at	 birth,	 obstetric	 care	 and	
neonatal	care	indices	could	be	used	for	monitoring	QoC	in	other	settings.		
The	 findings	 from	 the	multivariate	 analysis	 confirmed	 that	 the	 private	 sector	 provided	 a	
higher	 standard	 of	 care	 compared	 to	 the	 public	 sector	 and	QoC	was	 not	 associated	with	
Page	103	of	248	
	












QoC	 in	 this	 setting	was	deficient	across	all	 sampled	 facilities.	Previous	 studies	have	 found	
better	QoC	at	higher	 level	 facilities,	potentially	explaining	why	patients	bypass	 lower	 level	
facilities.348	 Although,	 we	 do	 not	 have	 robust	 evidence	 on	 factors	 influencing	 quality	 of	
obstetric	and	neonatal	 care	at	 facilities	 in	 India,	 there	 is	evidence	 from	other	 low	 income	
countries	which	shows	that	provider	effort	may	be	a	key	determinant	for	QoC365	and	that	the	
private	 sector	 provides	 better	 QoC	 because	 it	 has	 superior	 operational	 and	management	
systems	including	better	incentive	schemes	to	attract	better	qualified	and	motivated	staff.178	
We	intend	to	explore	some	of	these	issues	in	subsequent	analyses.		
Our	 findings	are	similar	 to	other	studies	 from	 India	 that	have	 found	partograph	use	 to	be	




(13%)	 and	 physical	 abuse	 (8%)	was	 endured	 by	 some	women.	 Our	 informal	 observations	







quality	 care	 in	 India.66,71	 We	 note	 that	 the	 Government	 of	 India	 and	 its	 partners	 are	
implementing	 a	 range	 of	 schemes	 to	 improve	 the	 quality	 of	 intrapartum	 and	 immediate	
postpartum	care.366	Given	immense	shortages	of	skilled	human	resources	for	maternity	care,	
focused	efforts	to	establish	a	professional	cadre	of	midwives	could	be	beneficial.	We	found	


















in	UP.	Our	findings	suggest	three	key	 implications.	 	First,	there	 is	a	need	for	authorities	to	
introduce	a	systematic	effort	to	measure	and	identify	existing	quality	gaps	during	labour	and	
childbirth	 especially	 in	 high-burden	 states.	 These	 efforts	 should	 include	 private-sector	
facilities	as	they	provide	a	substantial	proportion	of	maternity	care	in	India.	Second,	reasons	
for	 high	 rates	 of	 untrained	 personnel	 providing	 maternity	 care	 and	 widespread	 non-
adherence	to	recommended	protocols	should	be	investigated	further.	The	practice	of	relying	
heavily	on	personnel,	not	formally-trained,	to	provide	maternity	care	is	a	worrying	model	of	
service	 provision	 in	 the	 21st	 century,	 which	 makes	 improving	 QoC	 particularly	 difficult	













sector	 facilities.	 Since	 there	 is	 limited	 research	 evidence	 on	 mistreatment	 of	 women	 in	
maternity	facilities	in	Uttar	Pradesh,	I	decided	to	investigate	mistreatment	in	detail.		
In	 this	 chapter,	 I	 report	 on	 a	mixed-methods	 study	 employing	 structured	 clinical	 practice	
observations	 and	 analysis	 of	 open-ended	 observer	 comments	 to	 describe	 the	 nature	 and	





























RESEARCH PAPER COVER SHEET 
 
PLEASE NOTE THAT A COVER SHEET MUST BE COMPLETED FOR EACH RESEARCH PAPER INCLUDED 
IN A THESIS. 
 
SECTION A – Student Details 
 
Student Gaurav Sharma  
Principal Supervisor Véronique Filippi 
Thesis Title 
An investigation into quality of care at the time of birth at 
public and private sector maternity facilities in Uttar Pradesh, 
India  
 
If the Research Paper has previously been published please complete Section B, if not please move to 
Section C 
 
SECTION B – Paper already published 
 
Where was the work published?       
When was the work published?       
If the work was published prior to 
registration for your research degree, 
give a brief rationale for its inclusion 
      
Have you retained the copyright for the 
work?* Choose an item. 
Was the work subject to 





*If yes, please attach evidence of retention. If no, or if the work is being included in its published format, please 
attach evidence of permission from the copyright holder (publisher or other author) to include this work. 
 
SECTION C – Prepared for publication, but not yet published 
 
Where is the work intended to be 
published? Reproductive Health 
Please list the paper’s authors in the 
intended authorship order: 
Gaurav Sharma, Loveday Penn-Kekana, Kaveri Halder, 
Véronique Filippi      
Stage of publication Not yet submitted 
 
SECTION D – Multi-authored work 
 
For multi-authored work, give full details of your role in 
the research included in the paper and in the preparation 
of the paper. (Attach a further sheet if necessary) 
As first author on this paper, I developed the 
idea for the paper, undertook the analysis, 
wrote the first two draft of the manuscript and 
incorporated co-author comments  
 
 














neonatal	 care	 and	 efforts	 to	 ensure	 positive	 birth	 experiences	 for	 pregnant	 woman.	 89	
Respect,	 dignity	 and	 emotional	 support,	 although,	 integral	 to	 ensuring	 positive	 birth	
experiences	have	been	overlooked	in	research,	policy,	programmes	and	practice.368,15		
There	 is	 now	 increasing	 research	 evidence	on	mistreatment	 of	women	during	 labour	 and	
childbirth	from	both	high,80,128-131	and	 lower	 income	settings132-134.	Mistreatment	has	been	
previously	 described	 as	 disrespect	 and	 abuse,125	 obstetric	 violence126	 and	 dehumanised	
care.127	 However,	 conceptualising	 what	 constitutes	 mistreatment,	 and	 therefore	 how	 to	
measure	mistreatment	are	both	complex.	A	comprehensive	definition	of	mistreatment	needs	
to	capture	the	health,	human	rights	and	socio-cultural	dimensions	of	mistreatment,	while,	
measurement	 efforts	 need	 to	 capture	what,	where,	 how	and	why	mistreatment	occurs.81	
Freedman	et	al.	have	highlighted	that	measurement	efforts	should	also	be	able	to	capture	




for	mistreatment	globally.80	They	 reviewed	65	 studies	 (53	qualitative	and	12	quantitative)	
from	34	countries	and	found	that	most	studies	have	used	different	operational	definitions	
and	 measurement	 approaches.80	 Amongst	 the	 quantitative	 studies,	 only	 three	 studies	
reported	a	prevalence	of	mistreatment	at	maternity	facilities,	which	varied	from	15	to	98%.80	
This	review	also	proposed	a	typology	of	items	considered	mistreatment,	and	identified	the	




lack	 of	 supportive	 care,	 detainment	 in	 facilities,	 bribery	 and	 extortion.80	 The	 review	
incorporated	 elements	 from	 the	 work	 by	 Bowser	 and	 Hill	 (2010),	 who	 proposed	 seven	
categories	of	disrespect	and	abuse,	namely:	1)	physical	abuse	(beating,	slapping,	punching),	







examples	 of	 health	 workers	 in	 both	 high	 and	 low-income	 settings	 underusing	 simple,	
inexpensive	interventions	(for	example,	birth	companionship	or	counselling	on	breastfeeding)	
and	 overusing	 ineffective	 interventions	 that	 are	 more	 technical,	 lucrative	 or	 convenient	
despite	 potential	 for	 harm	 (for	 example:	 labour	 augmentation	 without	 indications	 or	
caesarean	sections).369-371		
For	 this	 study,	 we	 operationalised	 mistreatment	 as	 those	 related	 to	 the	 following:	 	 1)	
disrespect	and	abuse	(no	privacy,	no	birthing	position	choice,	not	informing	women	prior	to	
a	 vaginal	 examination,	 not	 allowing	 birth	 companions,	 not	 explaining	 reasons	 for	




health	 workers,	 deficiencies	 in	 hospital	 environmental	 hygiene	 and	 use	 of	 unqualified	












253	 This	 information	 is	 essential	 for	 understanding	 the	 context	 of	 care	 provision	 and	 in	
developing	effective	interventions,	policy	and	advocacy	approaches	for	improvement	of	QoC	






Qualitative	 studies	 in	 India	 have	 described	many	 challenges	 to	 ensuring	 high	 QoC	 during	
childbirth	 such	 as	 overcrowding	 of	 labour	 rooms,	 chaotic	 work	 environments,	 poor	
coordination	between	health	workers,	 limited	 skills	 and	 competence	of	 health	workers	 in	
performing	 routine	 care	 procedures.65,66,372	 	 They	 have	 also	 described	 situations	 where	
labouring	 women	 have	 been	 left	 	 unsupported,	 were	 shouted	 at	 or	 slapped,	 not	 given	
information	about	what	procedures	were	being	done	and	why	they	were	receiving	it.	66,239		

















Rural	Health	Mission	 has	 also	 appointed	 community	 health	workers	 known	 as	Accredited	
Social	 Health	 Activists	 (ASHAs)	 in	 every	 Indian	 village.333	 Motivating	 pregnant	 women,	





based	 on	HMIS	 data342)	 and	 established	 private	 sector	 facilities	 providing	 round-the-clock	





Kanpur	 Dehat	 did	 not	 have	 a	medical	 college,	we	 selected	 an	 additional	 district	 hospital.	
Amongst	 the	 selected	 facilities,	 all	 public-sector	 facilities	 agreed	 to	 participate	 while	 17	
private	facilities	(out	of	30)	agreed	to	participate.	At	nine	of	the	private	facilities	that	agreed	
to	 participate,	 there	 were	 no	 deliveries	 while	 observers	 were	 present.	 Therefore,	 the	
observational	 data	 that	 we	 analysed	 came	 from	 18	 public	 facilities	 and	 8	 private	 sector	
facilities.	 Further	 details	 on	 the	 sampling	methods	 are	 described	 elsewhere.47	The	overall	
study	flow	diagram	was	presented	in	Figure	6.		
7.2.3:	Study	participants	
Study	 participants	 included	 pregnant	 women	 with	 spontaneous,	 uncomplicated	 labour	
(defined	as	women	with	low-risk	pregnancy,	of	gestational	age	between	37	and	42	weeks	and	




was	 coded	as	1	 if	 observed	and	0	otherwise.	An	aggregate	measure	of	mistreatment	was	
developed	which	was	the	mean	of	observed	items	of	mistreatment	for	every	woman	(Range:	
0-15).	 Potential	 covariates	 included	 women’s	 age,	 parity,	 referral	 status,	 caste,	 socio-
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economic	 status,	 delivery	by	qualified	personnel,	 admission	during	work-hours,	 admission	





Specifically,	 our	 questionnaire	 captured	 information	 on	 ensuring	 adequate	 privacy,		
explaining	the	process	of	labour,	restricting	food	and	fluids,	informing	women	prior	to	vaginal	
examination	and	prior	to	labour	augmentation,	performing	an	enema,	perineal	shaving,	not	
allowing	 a	 birth	 companion,	 not	 offering	 choice	 of	 birthing	 position,	 routine	 episiotomy,	




the	 National	 Family	 Health	 Survey	 questionnaire.338	 At	 the	 end	 of	 every	 case,	 clinical	





visited	 the	admissions,	emergency,	 labour	 room	and	postnatal	wards	 to	 identify	pregnant	
women	who	were	likely	to	undergo	uncomplicated	vaginal	births	and	observed	care	provided	












was	 coded	as	1	 if	 observed	and	0	otherwise.	An	aggregate	measure	of	mistreatment	was	
developed	which	was	the	mean	of	observed	items	of	mistreatment	for	every	woman	(Range:	
0-15).	 Potential	 covariates	 included	 women’s	 age,	 parity,	 referral	 status,	 caste,	 socio-
economic	 status,	 delivery	by	qualified	personnel,	 admission	during	work-hours,	 admission	








shown	 in	 Table	 11.	 We	 then	 conducted	 a	 bivariate	 analysis	 to	 examine	 the	 relationship	


















We	 first	 report	 on	women’s	 socio-demographic	 characteristics	 categorised	 by	 two	 overall	
mistreatment	 levels.	 Next,	 we	 present	 bivariate	 analysis	 of	 the	 prevalence	 of	 specific	
indicators	 of	 mistreatment	 for	 which	 quantitative	 data	 are	 available	 and	 examine	 their	
relationship	 with	 socio-demographic	 characteristics	 of	 the	 sample.	 Finally,	 we	 report	 our	




The	majority	of	observations	were	 conducted	 in	 the	public	 sector	 (n=211,	77%)	and	most	






















a.        <20	years		 16	(5.8)	 14	(7.5)	 2	(2.3)	
0.23	b.        20-35	years		 247	(89.8)	 165	(88.2)	 82	(93.2)	
c.         35	years	or	more		 12	(4.4)	 8	(4.3)	 4	(4.6)	
2. Parity		
a. Primipara	 119	(43.3)	 76	(40.6)	 43	(48.9)	
0.32	b. Multipara	 145	(52.7)	 102	(54.6)	 43	(48.9)	
c. Grandmultipara	 11	(4.0)	 9	(4.8)	 2	(2.3)	
3. Referral	status		
a.        Patient	comes	directly	to	this	facility		 243	(88.4)	 164	(87.7)	 79	(89.8)	 0.62	
b.        Patient	referred	from	another	facility		 32	(11.6)	 23	(12.3)	 9	(10.2)	
4. Caste	groupb			
a. “Scheduled	caste	and	tribe”	 61	(22.2)	 38	(20.3)	 23	(26.1)	
0.40	b. “Other	backward	caste”	 153	(55.6)	 109(58.3)	 44	(50.0)	




a.        1st	quintile	(poorest)	 56	(20.4)	 41	(21.9)	 15	(17.1)	
0.56	
b.        2nd	quintile		 54	(19.6)	 35	(18.7)	 19	(21.6)	
c.         3rd	quintile		 55	(20.0)	 39	(20.9)	 16	(18.2)	
d.        4th	quintile		 55	(20.0)	 39	(20.9)	 16	(18.2)	
e.        5th	quintile	(wealthiest)	 55	(20.0)	 33	(17.7)	 22	(25.0)	
6. Delivery	by	qualified	attendants		
a.        Qualified	attendants	c	 113	(41.1)	 78	(41.7)	 35	(39.8)	
0.76	
b.        Unqualified	attendants	d			 162	(58.9)	 109	(58.3)	 53	(60.2)	
7. Timing	of	admission			
a.        Within	work	hours	(9:00	AM	-17:00	PM)	 254	(92.4)	 168	(89.8)	 86	(97.7)	
0.02	
b.        Out	of	hours	(17:01	PM	to	8:	59	am)	 21	(7.6)	 19	(10.2)	 2	(2.3)	
8. Admission	day	
a.        Admission	during	weekdays		 211	(76.7)	 141	(75.4)	 70	(79.6)	 0.45	
b.        Admission	during	weekends	 64	(23.3)	 46	(24.6)	 18	(20.5)	
9. Sector		 	 	 	 	
a. Public		 211	(76.7%)	 138	(	73.8)	 73	(82.9)	 0.09	































primiparous	 women	 (5.2);	 those	 that	 were	 referred	 from	 another	 facility	 (5.0);	 amongst	
women	belonging	 to	“scheduled	caste	and	 tribes”	 (5.0);	 those	 in	 the	 fifth	 (richest)	wealth	
quintile	(5.1),	and	amongst	cases	admitted	during	work-hours	(5.0)	on	weekdays	(5.0)	in	the	
public	 sector	 (4.9).	 However,	 the	 timing	 of	 admission	 (during	 weekdays	 or	 weekends)	
influenced	a	greater	number	of	 indicators	of	mistreatment	compared	 to	admission	during	
regular	work-hours,	despite	total	mistreatment	scores	being	similar	across	both	co-variates.		
More	 women	 admitted	 during	 weekdays	 underwent	 episiotomies	 (p=0.04)	 and	 enemas	
(p=0.01)	 whereas,	 more	 women	 admitted	 during	 weekends	 were	 not	 informed	 prior	 to	
vaginal	 examination	 (p=0.03)	 and	 did	 not	 have	 the	 process	 of	 labour	 explained	 to	 them	
(p=0.04).	We	found	that	more	women	admitted	during	regular	work-hours	delivered	without	
adequate	 privacy	 (p=0.01),	 underwent	 enemas	 (p=0.03)	 and	 extreme	 fundal	 pressure	
(p=0.01)	more	frequently.		
















































examination	 (p=0.01)	and	for	physical	violence	 (shout,	hit	or	pinch)	 towards	the	 labouring	





































































	<20	years		 18.8%	 81.3%	 25.0%	 0.0%	 18.8%	 12.5%	 0.0%	 62.5%	 6.3%	 18.8%	 0.0%	 68.8%	 43.8%	 0.0%	 0.0%	 4.4	
20-35	years		 30.4%	 92.3%	 27.1%	 8.9%	 36.0%	 15.0%	 8.5%	 28.7%	 10.5%	 28.7%	 4.0%	 81.4%	 23.1%	 7.3%	 14.2%	 4.9	
35	years	or	more		 33.3%	 91.7%	 25.0%	 8.3%	 58.3%	 8.3%	 0.0%	 25.0%	 0.0%	 41.7%	 0.0%	 75.0%	 8.3%	 25.0%	 16.7%	 5.1	
Chi	square	 0.59	 0.30	 0.97	 0.46	 0.10	 0.79	 0.28	 0.02	 0.43	 0.42	 0.56	 0.42	 0.08	 0.04	 0.26	 		
Parity			
	Primipara	 26.1%	 91.6%	 24.4%	 9.2%	 31.9%	 20.2%	 6.7%	 36.1%	 16.%	 34.5%	 5.0%	 80.7%	 45.4%	 7.6%	
16.0
%	 5.2	





%	 9.1%	 0.0%	 9.1%	 9.1%	 18.%	 54.5%	 0.0%	 9.1%	 0.0%	 100.0%	 0.0%	 0.0%	 9.1%	 4.3	








another	facility		 31.3%	 90.6%	 25.0%	 15.6%	 31.3%	 25.0%	 9.4%	 34.4%	 9.4%	 18.8%	 9.4%	 84.4%	 37.5%	 9.4%	
21.9
%	 5.0	
Chi	square	 0.85	 0.83	 0.80	 0.11	 0.55	 0.07	 0.69	 0.62	 0.93	 0.19	 0.07	 0.54	 0.05	 0.69	 0.14	 		
Caste			
	“Scheduled	caste	and	
tribe”	 32.8%	 93.4%	 36.1%	 8.2%	 39.3%	 13.1%	 9.8%	 27.9%	 6.6%	 34.4%	 1.6%	 78.7%	 19.7%	 11.5%	
13.1
%	 5.0	
	“Other	backward	caste”	 28.1%	 92.2%	 24.2%	 6.5%	 35.3%	 13.1%	 8.5%	 30.1%	 10.5%	 24.2%	 3.9%	 82.4%	 20.3%	 6.5%	
15.0
%	 4.8	
	“General	caste”	 31.1%	 88.5%	 24.6%	 13.1%	 34.4%	 19.7%	 3.3%	 34.4%	 11.5%	 34.4%	 4.9%	 77.0%	 36.1%	 6.6%	 9.8%	 4.9	
Chi	square	 0.77	 0.58	 0.19	 0.11	 0.82	 0.44	 0.33	 0.72	 0.61	 0.18	 0.60	 0.63	 0.04	 0.44	 0.60	 		
Socio-economic	status		
		1st	quintile	(lowest)	 41.1%	 89.3%	 42.9%	 7.1%	 46.4%	 17.9%	 5.4%	 25.0%	 8.9%	 30.4%	 0.0%	 83.9%	 10.7%	 3.6%	 12.5%	 4.9	
2nd	quintile		 27.8%	 90.7%	 37.0%	 3.7%	 33.3%	 11.1%	 7.4%	 29.6%	 3.7%	 27.8%	 5.6%	 74.1%	 16.7%	 14.8%	 20.4%	 4.8	
3rd	quintile		 23.6%	 96.4%	 18.2%	 5.5%	 43.6%	 12.7%	 12.7%	 38.2%	 5.5%	 20.0%	 9.1%	 74.5%	 25.5%	 3.6%	 7.3%	 4.7	
4th	quintile		 32.7%	 92.7%	 21.8%	 5.5%	 32.7%	 12.7%	 7.3%	 20.0%	 5.5%	 30.9%	 3.6%	 83.6%	 21.8%	 10.9%	 16.4%	 4.8	
5th	quintile	(highest)	 23.6%	 89.1%	 14.5%	 20.0%	 23.6%	 18.2%	 5.5%	 40.0%	 25.5%	 34.5%	 0.0%	 85.5%	 43.6%	 5.5%	 10.9%	 5.1	




Unqualified	attendants		 30.2%	 93.2%	 32.7%	 4.9%	 36.4%	 15.4%	 9.3%	 28.4%	 6.2%	 29.0%	 1.9%	 78.4%	 17.3%	 9.9%	 16.0%	 4.8	
Qualified	attendants			 29.2%	 89.4%	 18.6%	 13.3%	 35.4%	 13.3%	 5.3%	 33.6%	 15.0%	 28.3%	 6.2%	 83.2%	 32.7%	 4.4%	 9.7%	 4.9	
Chi	square	 0.85	 0.26	 0.01	 0.01	 0.86	 0.62	 0.23	 0.35	 0.02	 0.90	 0.06	 0.33	 0.003	 0.09	 0.13	 		
Admission	during	work	hours#		
Within	work	hours		 31.9%	 90.9%	 28.0%	 9.1%	 36.2%	 15.0%	 7.1%	 32.3%	 10.6%	 30.7%	 3.9%	 80.7%	 24.8%	 7.9%	 13.8%	 5.0	
Out	of	hours		 4.8%	 100.0%	 14.3%	 0.0%	 33.3%	 9.5%	 14.3%	 9.5%	 0.0%	 4.8%	 0.0%	 76.2%	 9.5%	 4.8%	 9.5%	 3.7	
Chi	square	 0.01	 0.15	 0.18	 0.15	 0.79	 0.50	 0.23	 0.03	 0.12	 0.01	 0.35	 0.62	 0.11	 0.61	 0.58	 		
Admission	during	weekends?				
Admission	during	




weekends.		 26.6%	 96.9%	 37.5%	 3.1%	 46.9%	 15.6%	 9.4%	 17.2%	 4.7%	 26.6%	 0.0%	 75.0%	 14.1%	 4.7%	 9.4%	 4.6	
Chi	square	 0.52	 0.08	 0.03	 0.08	 0.04	 0.78	 0.55	 0.01	 0.12	 0.66	 0.08	 0.22	 0.04	 0.31	 0.28	 		
Sector			
Public	sector		 35.5%	 91.0%	 30.8%	 6.2%	 38.9%	 14.7%	 7.1%	 28.9%	 6.2%	 31.3%	 2.8%	 78.2%	 21.8%	 9.5%	 15.2%	 4.9	
Private	sector		 10.9%	 93.8%	 14.1%	 15.6%	 26.6%	 14.1%	 9.4%	 35.9%	 21.%	 20.3%	 6.3%	 87.5%	 29.7%	 1.6%	 7.8%	 4.7	





comments	 on	 mistreatment.	 It	 provides	 contextual	 insights	 into	 the	 quantitative	 data	

































































Our	quantitative	 results	 (Figure	9)	 show	 that	 the	prevalence	of	 fundal	 pressure	was	29%;	
similar	 across	 both	 sectors	 (p=0.09)	 but	 done	more	 frequently	 during	 regular	work-hours	
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as	mother-in	 laws	and	ayahs.	 	The	circumstances	 leading	to	the	decision	to	apply	extreme	








Quantitative	 results	 indicate	 that	 episiotomy	 was	 done	 in	 24%	 of	 cases	 and	 that	 the	





analgesia	 during	 episiotomy	 as	 they	 are	 already	 in	 so	 much	 pain	 and	 will	 not	 feel	 any	
additional	pain.	The	quotes	below	 illustrate	 two	examples	of	episiotomy	 recorded	 in	 field	
notes.			
	“Episiotomy	 was	 conducted	 without	 analgesia	 because	 of	 which	 the	 patient	 was	

















in	 the	observers’	comments.	 	These	deficiencies	by	 individual	health	workers	 ranged	from	














The	 quote	 below	 illustrates	 some	 examples	 of	 deficiencies	 in	 infection	 prevention	 by	
individual	health	workers:		
“While	suturing	the	episiotomy,	ayah	accepted	a	phone	call,	also	touched	the	bed	with	
her	gloved	hands	and	 then	continued	with	 the	 suturing.	Manual	exploration	of	 the	
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placenta	 was	 also	 done	 to	 check	 whether	 anything	 was	 left	 inside”	 (Clinical	
observation	in	a	community	health	centre	of	a	28-year-old	multiparous	woman)		
	“Here,	gloves	are	taken	out	from	the	powder.	I	don’t	know	if	they	use	autoclaves.	They	
did	 not	 inform	 me.	 They	 just	 wash	 instruments	 with	 water	 only.	 Mostly	 they	 dip	








women	 since	 it	 is	 unethical	 to	 allow	 women	 to	 deliver	 in	 such	 unhygienic	 conditions.	
Observer’s	 comments	 frequently	 describe	 limited	 adherence	 to	 infection	 management	
protocols	at	facilities,	no	facilities	for	hand	washing,	no	use	of	antiseptics,	non-availability	of	
protective	gear,	 inadequate	 sterilisation	of	equipments,	 aprons	or	 facemasks.	 Systems	 for	
segregation	of	wastes	 (used	 injection	vials,	 sharp	 instruments	or	wastes	 such	as	placenta,	
other	fluids)	such	as	colour-coded	bins	were	non-functional.	A	frequent	finding	was	that	stray	
animals	 such	as	dogs	and	cows	 roamed	 throughout	 the	 facility	 compound	and	often	 took	
















tobacco	and	there	are	stains	everywhere.	 	There	 is	a	 large	 focus	 light	 in	 the	 labour	
room	which	is	covered	with	dust.	There	are	mice	in	the	labour	room.	They	never	use	




Quantitative	data	 indicate	 that	 59%	of	 all	 births	were	 attended	by	unqualified	personnel,	




established	 in	 the	provision	of	 care	during	 labour	and	childbirth.	 The	 sweeper,	 traditional	
birth	attendant	 (dai)	 and	 the	ayah	 (helper)	 tend	 to	be	 involved	 in	 supporting	work	 in	 the	
labour	room	such	as	bringing	instruments	or	delivery	trays	when	the	delivery	 is	 imminent.	
They	are	often	also	involved	in	conducting	the	deliveries	since	the	doctors	and	nurses	are	not	

























recorded	 in	 the	 field	 notes	 where	 pregnant	 woman	 or	 their	 companions	 stood	 up	 to	
mistreatment	 or	 abuse	 by	 health	 workers.	 The	 quotes	 below	 illustrate	 physical	 violence,	
verbal	abuse	and	mistreatment	of	pregnant	woman	encountered	during	clinical	observations.		
		





and	 was	 screaming	 and	 shouting.	 The	 nurse	 threatened	 her	 and	 said	 that	 if	 she	




theme	 identified	 from	 the	 observers’	 comments	 and	 is	 a	 form	 of	 disrespect	 and	 abuse.	
However,	 quantitative	 data	 about	 this	 phenomenon	 were	 not	 captured	 during	 clinical	
observations.	 Observers’	 comments	 indicate	 that,	 in	 most	 instances,	 maternity	 care	
personnel	 demanded	money	 from	 families	 for	 doing	 activities	 that	 are	 a	 part	 of	 their	 job	
description	such	as	drying	and	wrapping	the	newborn,	weighing	the	newborn,	cleaning	blood	
spills	 on	 the	 delivery	 bed	 or	 labour	 room	 floor	 and	 cleaning	 up.	 Often	 in	 public	 sector	
hospitals,	maternity	care	personnel	demanded	money	from	clients	and	their	families	to	cover	









towels,	medicines,	delivery	kits	 from	outside,	although,	 in	principle	 these	 items	should	be	
provided	free	of	cost	at	health	facilities	under	the	JSY	scheme.	There	were	also	a	few	cases	









“Nurse	was	 fighting	 for	money.	 She	 conducted	delivery	only	after	 receiving	money.	
Family	members	are	asked	to	bring	clothes	for	cleaning	mother	and	child.	Money	for	









cross-sectional	 study	 from	Uttar	Pradesh,	 India	 reported	 that	 57%	of	urban	 slum-resident	
women	 reported	 some	 form	 of	 perceived	mistreatment	 during	 childbirth.375	 In	 Tanzania,	
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researchers	 found	 19%	perceived	mistreatment	 amongst	 a	 sample	 of	women	while	 using	
hospital-exit	interviews	and	up	to	28%	mistreatment	amongst	the	same	women	followed-up	
at	home	which	they	attribute	to	courtesy	bias	in	the	exit	interviews.376	However,	unlike	in	our	







earlier	 also	 found	 that	wealthier	women,	migrant	women	 and	women	 from	 lower	 castes	
reported	 higher	 levels	 of	 disrespect	 and	 abuse.375	 	 The	 importance	 of	 caste	 is	 well	












obtain	 an	 informed	 consent	 prior	 to	 any	 invasive	 clinical	 procedures	 such	 	 a	 vaginal	
examination.114			
We	found	that	the	public	sector	performed	worse	than	the	private	sector	for	not	ensuring	
privacy	 of	 the	 labouring	 women	 (p=<0.001),	 not	 informing	 women	 prior	 to	 a	 vaginal	
examination	 (p=0.01)	and	for	physical	violence	 (shout,	hit	or	pinch)	 towards	the	 labouring	
woman	(p=0.04).	 	There	could	be	many	reasons	for	poor	performance	of	the	public	sector	
such	 as	 inadequate	 infrastructure,	 high-workloads,	 poor	 communication	 skills	 and	
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with	 the	 belief	 that	 it	 reduces	 the	 risk	 of	 infection,	 a	 systematic	 review	 has	 found	 no	
associated	clinical	benefits	of	shaving.		381	Perineal	shaving	is	also	discouraged	in	the	Indian	
skilled	birth	 attendance	 training	materials382,	which	 suggests	 that,	 perhaps,	 private	 sector	
health	workers	may	not	have	received	these	trainings	or	that	quality	of	such	trainings	is	poor.			
We	 also	 found	 some	 interesting	 associations	 between	 women’s	 socio-demographic	




prior	 to	 a	 vaginal	 exam	 (p=0.002)	 which	 suggests	 discriminatory	 care	 based	 on	 wealth	
status.378	 	However,	women	 in	 the	highest	wealth	quintile	 (richest)	were	more	 frequently	






lower	 rates	 of	 birth	 companionship	 (p=0.01),	 and	 routine	 episiotomy	 (p=0.003)	 which	
suggests	either	unfavourable	institutional	policies	or	outdated	knowledge	of	health	workers	






setting.47	 Saini	 et	 al.	 (2017)	 suggest	 that	 the	 primary	 drivers	 for	 poor	 care	 arise	 out	 of	
inequalities	of	information,	wealth,	and	power.	370	In	this	context,	we	suggest	that	the	drivers	
for	 mistreatment	 include	 resource	 constraints,	 shortages	 of	 health	 workers,	 limited	
incentives,	weak	mentorship	and	supervision,	restrictive	institutional	policies,	lack	of	up-to-








payments.	 Upon	 reflection,	 our	 QoC	 assessment	 tool	 should	 have	 specifically	 captured	
detailed	 information	 on	 informal	 payments.	 Informal	 payments	 can	 range	 from	 gratuity	
payments	 from	 appreciative	 patients,	 payments	 to	 jump	 the	 queue,	 receive	 better	 or	
additional	 care,	 to	 obtain	 drugs	 and	 commodities,	 or	 simply	 to	 receive	 any	 care	 at	 all.385	
Informal	payments	are	considered	to	be	inequitable	and	constitute	institutionalised	bribery,	





the	 result	 of	 many	 factors	 such	 as	 unfavourable	 institutional	 policies,	 resource	 and	
infrastructural	 constraints,	 socio-cultural	 factors,	 limited	 knowledge	 and	 skills	 of	 health	






dignity	 and	 equity	 cannot	 be	met.	We	 demonstrated	 that	mistreatment	 of	women	 often	
occurs	because	of	over-treatment	and	under-treatment	which	constitute	a	failure	to	adhere	
to	 professional	 standards	 of	 care80.	 Over-treatment	 and	 under-treatment	 should	 be	
considered	 in	the	global	discourse	on	disrespect	and	abuse,	as	they	are	also	a	violation	of	
human	rights	and	constitute	poor	quality	of	care	at	maternity	 facilities.	 	 It	 is	possible	 that	
some	practices	such	as	those	related	to	individual	health	workers’	deficiencies	in	knowledge	
or	skills	are	perhaps	easier	to	change	compared	to	long-standing	socio-cultural	factors	that	
may	 give	 rise	 to	mistreatment.	Ultimately,	mistreatment	 occurs,	 at	 least	 in	 part,	 because	
governments	have	not	committed	to	or	invested	in	participatory	accountability	mechanisms	
like	social	audits,	community	scorecards	and	others,	which	ensure	that	women’s	experiences	





to	 measure	 and	 explain	 mistreatment	 as	 a	 separate	 category	 of	 poor	 quality	 of	 care.	
Fieldworkers	 used	 open-ended	 comments	 to	 capture	 information	 that	 was	 contextually	
important	or	events	 that	were	particularly	 striking	 to	 them.	Therefore,	 it	 is	 likely	 that	 the	
comments	perhaps	captured	the	more	extreme	events	rather	than	routine	care	processes.	
There	may	also	have	been	an	observer	bias,	for	example:	comments	recorded	by	observers	










observations.47	 The	 mixed	 methods	 approach	 taken	 to	 triangulate	 our	 findings,	 data	
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pathways	 are	 needed.	 Lastly,	 we	 note	 that	 there	 needs	 to	 be	 a	 long-term,	 sustained	

















the	 study	 sites.	 I	 merged	 two	 datasets	 on	 QoC	 and	management,	 performed	 descriptive	
analyses	 and	 then	 used	 multi-level	 mixed	 effects	 regression	 techniques	 to	 investigate	
whether	there	was	a	relationship	between	management	practices	and	QoC	during	labour	and	








performance	monitoring	 activities	 focussed	 on	 quality	 improvement	 such	 as	 audits	which	
have	 been	 found	 to	 encourage	 the	 use	 of	 evidence-based-practices,	 improve	 supportive	
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The	 only	 systematic	 review	which	 examined	 the	 role	 of	 hospital	managers	 in	 quality	 and	
patient	safety	found	limited	and	inconsistent	evidence	to	support	these	claims.300	The	modest	
evidence	 that	 exists	 does	 suggest	 that	 managers’	 time	 spent,	 engagement	 and	 work	
specifically	 on	quality	 assurance	 influences	 indicators	 of	 clinical	 quality	 and	patient-safety	
positively.	 300	 Managerial	 activities	 thought	 to	 improve	 quality	 include	 activities	 such	 as	




an	 important	 bottleneck	 for	 improving	 maternal	 and	 newborn	 health,	 research	 evidence	
examining	 this	 relationship	 is	 limited.388	 In	 addition,	 the	 likely	 relationship	 between	
managerial	 practices	 and	 QoC	 may	 also	 be	 of	 a	 lesser	 magnitude	 as	 more	 fundamental	









In	 the	 recent	 decade,	 there	 have	 been	 important	 advances	 in	 measuring	 management	
practices	 from	studies	 in	 the	 field	of	health	economics.	 	For	example,	 in	a	cross-	sectional	








over	 2,000	 hospitals	 in	 nine	 countries	 have	 found	 that	 hospitals	 with	 more	 effective	
management	 practices	 provide	 higher-quality	 care.46,42,311	 One	 of	 these	 studies	 which	
restricted	analysis	to	data	from	hospitals	in	the	USA	and	England	found	that	when	hospital-
boards		paid	more	attention	to	clinical	quality,		managers	were	more	likely	to	pay	attention	





examining	 whether	 there	 is	 a	 relationship	 between	 management	 practices	 and	 QoC	 in	
maternity	facilities	is	a	key	evidence	gap.		





after	adaptation	of	a	previously	 tested	survey	 instrument	 to	our	 study	setting.	 	Our	study	







The	past	decade	has	seen	a	 rise	 in	 the	 innovative	measurement	efforts	 that	have	 tried	 to	
quantify	 the	relationship	between	management	and	QoC	outcomes.	Most	of	 this	 research	





contexts	 such	as	 in	high-income	 	 (Australia,	Canada,	 France,	Germany,	 Sweden,	UK,	USA),	
upper-middle	income	(Brazil)	and	lower-middle	income	countries	(India).43,282,308,309		
These	 research	 efforts	 have	 employed	 a	 telephone-	 based	 interview	 methodology	 and	
assessed	management	practices	under	four	key	dimensions:	measures	of	hospital	operations,	

















and	 quality	 of	 care,	 we	 conducted	 a	 cross-sectional	 survey	 to	 collect	 primary	 data	 on	




Nagar	and	Kanpur	Dehat.	 359	Kanpur	Nagar	 is	predominant	urban,	with	higher	 literacy	and	









We	 conducted	 clinical	 observations	 of	 labour	 and	 childbirth	 care	 at	 maternity	 facilities	
between	26	May	and	8	July	2015.	Subsequently,	we	conducted	face-to-face,	interview-based	
data	 collection	 on	management	 practices	 from	 9	 August	 to	 12	 of	 September	 2015.	 	We	
established	telephone	contact	with	 facility	managers	early	on	and	set	up	appointments	to	
ensure	a	high	response	rate.	The	interviews	were	presented	as	follow-up	activities	to	the	QoC	
assessments	 and	 were	 confidential	 conversations	 about	 management	 experiences	 and	
challenges.	We	did	not	cover	sensitive	issues,	for	example,	financial	earnings	of	the	hospital.	
The	 participants	 were	 not	 aware	 that	 they	 were	 being	 rated	 for	 their	 responses	 to	 the	
management	questionnaire.	All	 interviews	were	double-scored;	while	one	 researcher	 (GS)	







the	 QoC	 assessments	 was	 described	 in	 Chapter	 6	 and	 the	 QoC	 study	 flow	 diagram	 was	
presented	in	Figure	6	of	chapter	6.		Altogether,	for	the	QoC	assessments,	we	could	observe	
care	provided	 to	 275	mother-baby	pairs	 at	 18	public	 sector	 facilities	 and	8	 private	 sector	
facilities	(n=26).	For	the	management	survey,	we	employed	the	same	sampling	strategy	as	
the	QoC	 assessments.	However,	we	 received	 a	 better	 response	 rate	 for	 the	management	







Germany,	 Sweden,	 UK,	 USA),	 upper-middle	 income	 (Brazil)	 and	 lower-middle	 income	
countries	 (India)282,308,309	 and	 tailored	 it	 to	 be	 applicable	 to	 the	 context	 of	maternity	 care	
provision	in	rural	Uttar	Pradesh.	Specifically,	after	pre-testing,	we	removed	questions	on	a	
category	 known	 as	 target	 interconnection,	 which	 was	 not	 applicable	 in	 this	 context	 and	
simplified	the	language	so	that	questions	retained	their	meaning	in	Hindi.		
Essentially,	 this	 interview-based	 tool	 assesses	management	 practices	 at	 hospitals	 through	
four	key	domains:	operations	management,	performance	management,	target	management	
and	 people	management	 as	 described	 previously.	 The	 interviewer	 (GS)	 asked	 a	 series	 of	
structured	 but	 open-ended	 questions	 (up	 to	 four	 questions	 for	 every	 domain)	 so	 that	
sufficient	insights	to	score	each	management	practice	were	obtained.	A	scoring	grid	(between	
1	to	5)	was	used	by	assessors	to	give	scores	for	responses	to	all	questions	depending	on	how	




























Measures	 of	 management	 included	 scores	 for	 overall	 management	 and	 individual	
management	dimensions:	operations,	performance,	targets,	and	people	management.	Two	





which	 it	 differs.	 Z	 scores	 were	 calculated	 primarily	 for	 the	 purposes	 of	 the	 regression	
analysis.277			
8.2.9.3:	Explanatory	variables	
Other	 explanatory	 variables	 included	 hospital	 characteristics	 such	 as	 number	 of	 beds,	




Analysis	was	 carried	out	using	STATA	14	 (Stata	Corp.	 LP,	College	Station,	United	States	of	
America).	Total	 scores	 for	overall	management	and	 individual	management	domains	were	














All	 four	 models	 included	 robust	 standard	 errors,	 accounted	 for	 clustering	 at	 the	 level	 of	
facilities,	 used	 sampling	 weights,	 included	 a	 dummy	 variable	 for	 observer	 ratings	 and	
controlled	for	random	effects	at	the	level	of	individual	facilities	and	health	workers.		Sampling	
weights	were	applied	so	that	each	facility	received	equal	weight	 in	the	analysis.	Maximum	






services.	Most	 sampled	 facilities	were	non-teaching	 (88%)	 and	 in	 the	public	 sector	 (70%).	





sector	 facilities	 that	 received	 a	 mean	 score	 of	 2.0	 (SD+	 0.9).	 Private	 sector	 facilities	
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n	 %	 n	 	 	 %	
1. Bed	capacity		 	
a)					Less	than	15	beds		 10	 59%	 7	 44%	 	
0.38	b)					More	than	15	beds		 7	 41%	 9	 56%	
2. Ownership	 	
a)					Private	facility		 4	 23.5%	 6	 37.5%	 	
0.38	b)					Public	facility		 13	 76.5%	 10	 62.5%	
3. Teaching	status	 	
a)					Non-teaching	hospital	 16	 94%	 13	 81%	 	
0.25	b)					Teaching	hospital	 1	 6%	 3	 19%	
4. Managers	tenure	in	post		 	
a)					Years	in	post	(<5years)	 9	 53%	 9	 56%	 	
0.85	b)					Years	in	post	(>5	years)	 8	 47%	 7	 44%	
5. Hospital	established	 	
a)					Less	than	10	years’	old		 11	 65%	 7	 44%	 	
0.23	b)					More	than	10	years’	old		 6	 35%	 9	 56%	
6. Development	Partner	support	 	
a)					No		 6	 35%	 3	 19%	 0.28	
	b)					Yes		 11	 65%	 13	 81%	
	
8.3.2:	Relationship	between	management	Z	score	and	facility	characteristics		











Total	management	z	score	 Coef.	 p	value	 [95%	Conf.	Interval]	
1. Number	of	beds			 		 		 		 		
a)					Less	than	15	beds		 Base		 		 		 		
b)					More	than	15	beds		 0.60	 0.07	 -0.06	 1.25	
2. Ownership		 		 		 		 		
a)					Private	facility		 Base		 		 		 		
b)					Public	facility		 -0.63	 0.20	 -1.59	 0.34	
3. Teaching	status		 		 		 		 		
a)					Non-teaching	hospital		 Base		 		 		 		
b)					Teaching	hospital		 0.87	 0.21	 -0.52	 2.27	
4. Managers	tenure		 		 		 		 		
a)					Years	in	post	(<5years)	 Base		 		 		 		
b)					Years	in	post	(>5	years)	 -0.28	 0.41	 -0.95	 0.40	
5. 	Hospital	established	 		 		 		 		
a)					Less	than	10	years’	old		 Base		 		 		 		
b)					More	than	10	years’	old		 0.67	 0.04	 0.04	 1.29	
6. Development	Partner	support		 		 		 		 		
a)       No		 Base		 		 		 		




Figure	 13	 shows	 variations	 in	 QoC	 at	 facilities	 dichotomised	 based	 on	 their	management	
scores.	Facilities	with	below	median	management	scores	provided	39%	of	all	recommended	
interventions	compared	to	34%	by	facilities	with	above	median	management	scores	but	this	
difference	 was	 not	 statistically	 significant	 (p=0.28).	 	 For	 maternal	 care,	 better-managed	
facilities	 provided	 30%	 of	 the	 recommended	 interventions	 compared	 to	 34%	 for	 poorly	
managed	facilities	but	this	difference	is	not	statistically	significant	(p=0.4).	For	newborn	care,	















(model	 1).	 	 This	 relationship	 remains	 statistically	 insignificant	 after	 adjusting	 for	 all	
explanatory	variables	(Model	2,	p=	0.55).			
Table	18	shows	results	from	the	multivariate	analysis	investigating	the	association	between	
the	 four	 domains	 of	 management	 and	 QoC,	 and	 we	 find	 that,	 amongst	 individual	
























































Variables		 Coef.	 p	value		 [95%	Conf.	Interval]	 Coef.	 p	value		 [95%	Conf.	Interval]	
Management	score	z	index			 0.00	 0.85	 -0.02	 0.02	 -0.01	 0.55	 -0.03	 0.02	
Bed	capacity			 		 		 		 		 		 		 		 		
• Less	than	15	beds X	 X	 X	 X	 Base	 		 		 		
• Greater	than	15	beds X	 X	 X	 X	 -0.01	 0.76	 -0.06	 0.05	
Ownership		 		 		 		 		 		 		 		 		
• Public X	 X	 X	 X	 Base	 		 		 		
• Private X	 X	 X	 X	 0.10	 0.003	 0.03	 0.16	
Hospital	established		 		 		 		 		 		 		 		 		
• Less	than	10	years X	 X	 X	 X	 Base	 		 		 		
• More	than	10years X	 X	 X	 X	 0.00	 0.92	 -0.04	 0.04	
Teaching	status		 		 		 		 		 		 		 		 		
• Non-teaching	hospital X	 X	 X	 X	 Base	 		 		 		















Variables		 Coef.	 p	value		 [95%	Conf.	Interval]	 Coef.	 p	value		 [95%	Conf.	Interval]	
Operations	score	z	index		 -0.04	 0.03	 -0.07	 0	 -0.03	 0.12	 -0.06	 0.01	
Performance	score	z	index		 0.08	 0.01	 0.02	 0.15	 0.07	 0.02	 0.01	 0.12	
Target	score	z	index	 -0.01	 0.7	 -0.07	 0.05	 -0.02	 0.33	 -0.06	 0.02	
People	score	z	index		 -0.04	 0.02	 -0.08	 -0.01	 -0.03	 0.09	 -0.07	 0.01	
Bed	capacity			 		 		 		 		 		 		 		 		
• Less	than	15	beds X	 X	 X	 X	 Base	 		 		 		
• Greater	than	15	beds X	 X	 X	 X	 -0.03	 0.25	 -0.07	 0.02	
Ownership		 		 		 		 		 		 		 		 		
• Public	 X	 X	 X	 X	 Base		 		 		 		
• Private	 X	 X	 X	 X	 0.07	 0.01	 0.02	 0.13	
Hospital	established		 		 		 		 		 		 		 		 		
• 		Less	than	10	years	 X	 X	 X	 X	 Base	 		 		 		
• More	than	10years	 X	 X	 X	 X	 0.00	 0.87	 -0.04	 0.04	
	Teaching	status		 		 		 		 		 		 		 		 		
• Non-teaching	hospital X	 X	 X	 X	 Base		 		 		 		































In	 our	 sample,	 most	 managers	 had	 a	 clinical	 background	 (91%)	 rather	 than	 a	 business	
background	(6	%)	and	3.0%	had	a	joint	degree	(MD/	MBA).		In	the	larger	Indian	study,	30%	of	
managers	had	an	MBA	degree	or	some	sort	of	equivalent	business	training	and	54%	had	a	




formal	management	 training	 amongst	 administrators.	 Cross-sectional	 evidence	 from	high-
income	 settings	 indicates	 that	 hospitals	 employing	 clinically	 trained	managers	 often	 have	
better	management	practices.308	Research	from	the	United	Kingdom	using	the	same	survey	
tool	 has	 also	 found	 that	 doctors	 often	 make	 better	 managers	 if	 they	 have	 the	 relevant	
management	skills	and	understanding	of	hospital	operations.	309				
	
Previous	 research	 in	 India	 has	 found	 that	 Indian	 hospital	managers	 are	 often	 unaware	 of	
modern	 management	 practices.44	 	 Our	 data	 shows	 that	 that	 most	 public-sector	 hospital	
managers	have	 clinical	 backgrounds	 and	 tend	 to	 come	 into	 their	 positions	based	on	 their	
tenure	through	an	incremental	career	progression	scheme.	Whereas,	private	sector	hospitals	
were	more	 likely	 to	be	 family	or	 self-owned,	 for-	profit	enterprises	and	managers	at	 such	
private	sector	institutions	had	formal	management	qualifications	(6%),	which	may	perhaps	







compared	 to	newly	 established	 facilities	which	 could	 indicate	 that	 older	 facilities	 perhaps	
have	 more	 standardized	 and	 established	 care	 pathways	 compared	 to	 newer	 maternity	
facilities.			
	
Although	 we	 found	 some	 variation	 in	 overall	 QoC	 between	 better	 managed	 and	 poorly	
managed	facilities,	this	difference	was	not	statistically	significant	(p=0.28).	Results	from	the	









had	a	significant	 relationship	with	QoC	(adjusted	p	value	=	0.02)	with	one-unit	 increase	 in	
performance	monitoring	 associated	 with	 a	 7-percentage	 point	 higher	 quality	 score.	 	 Our	
findings	 are	 in	 line	 with	 previous	 studies	 that	 have	 shown	 performance	 monitoring	 may	
encourage	 the	 use	 of	 evidence-based-practices,	 improve	 supportive	 supervision	 of	 health	
workers,	 encourage	 regular	 monitoring,	 and	 reporting	 on	 performance	 indicators.293	 The	
effectiveness	of	audits	and	feedback	was	evaluated	in	a	Cochrane	review,	which	found	that	
audits	 and	 feedback	 interventions	have	 the	potential	 for	 a	modest	 improvement	 (median	
+4.3%)	in	health	worker	compliance	with	desired	practice.195	 In	addition,	the	review	found	







































This	 study	 is	 of	 interest	 to	 the	 maternal	 and	 newborn	 health	 academic	 and	 research	
community,	policy	makers,	programme	managers	and	hospital	administrators	 in	 resource-
constrained	 settings	 that	 are	 interested	 to	 improve	 quality	 of	 care	 during	 labour	 and	
childbirth.		Our	findings	suggest	that	management	best	practices	are	not	widely	utilised	and	
that	 considerable	gaps	 in	 knowledge	and	 implementation	exist	 at	both	public	 and	private	
sector	maternity	facilities.	We	found	that	the	relationship	between	management	practices	
and	QoC	for	normal	 labour	and	childbirth	 is	complex	and	may	not	be	apparent	 in	settings	
































Although	 I	 found	 that	 the	majority	 of	 deliveries	 in	maternity	 facilities	were	 conducted	by	
unqualified	 personnel	 in	 2015,	 there	 were	 no	 statistical	 differences	 in	 care	 provided	 by	
unqualified	or	qualified	birth	attendants.	Mistreatment	of	women	(defined	as	presence	of	
indicators	of	disrespect	and	abuse,	over-treatment	and	under-treatment)	frequently	occurred	
at	maternity	 facilities.	 From	my	 investigation	 into	 the	 relationship	 between	management	










poor	 in	Uttar	Pradesh,	 India.	On	average,	women	 received	 just	36%	of	 the	 recommended	















services	 than	 the	 public	 sector.	 For	 example,	 two	 systematic	 reviews	 employing	 different	
review	methodologies	have	reported	different	results	indicating	that	the	underlying	evidence	
base	on	this	topic	is	weak394.		In	their	systematic	review	(2011)	of	studies	examining	quality	
of	 care	 in	 formal	 private	 versus	 public	 sector	 facilities	 in	 LMICs,	 Berendes	 et	 al.	 (2011),	














explained	by	 the	poor	quality	of	medical	 trainings	and	 the	absence	of	national	 continuing	
medical	 education	and	 recertification	programmes.178	 	Other	 researchers	have	 found	 that	
provider	effort	is	a	key	determinant	for	quality	and	health	workers	in	the	private	sector	exert	





Quality	 of	 obstetric	 care,	 as	measured	 by	 an	 index	 based	 on	 nine	 of	 the	most	 important	
practices,	was	found	to	be	low	(30.5%)	across	the	entire	sample.		The	obstetric	care	index	was	
found	to	be	lower	amongst	public	sector	cases	(28%)	compared	to	the	private	sector	cases	
(40%).	 Amongst	 obstetric	 care	 practices,	 regular	monitoring	 of	 labour	 using	 a	 partograph	
(1.6%)	was	rare	and	partographs	were	used	in		just	0.2%	of	public	sector	cases	compared	to	










routinely.	 Other	 research	 evidence	 from	 LMICs	 has	 suggested	 that	 challenges	 for	 routine	
partograph	 use	 include	 limited	 knowledge	 of	 health	 workers,	 limited	 availability	 of	 pre-




deficiencies	 in	 intra-partum	 care	 such	 as	 inadequate	 monitoring	 of	 labour	 through	
partographs	often	lead	to	preventable	intra-partum	stillbirths	in	India.	401	
Screening	measures	 for	 preeclampsia/	 eclampsia	were	 found	 to	 be	 low	 (2.3%)	 across	 the	
entire	sample	with	2.2%	of	public	sector	cases	receiving	these	screening	measures	compared	
to	2.5%	of	private	sector	cases.		These	results	suggest	that	simple	screening	measures	such	
as	 detection	 of	 elevated	 blood	 pressure	 and	 presence	 of	 proteinurea	 are	 not	 routinely	
assessed	at	both	public	and	private	maternity	facilities.		
Active	management	of	third	stage	of	labour	(AMTSL)	was	done	in	less	than	a	quarter	of	all	
cases,	 amongst	 a	 greater	 proportion	 (25.4%)	 of	 public	 sector	 cases	 compared	 to	 21%	 of	












(51%).	 	Assessment	of	 foetal	viability	after	admission	by	assessing	 foetal	presentation	and	
fundal	height	was	found	to	be	done	in	1.1%	of	all	observed	cases.	More	private	sector	cases	
(3.4%)	received	this	assessment	compared	to	public	sector	cases	(0.5%).	Monitoring	of	the	
fetal	heart	 rate	at	 regular	 intervals	was	 found	to	be	done	 in	20%	of	all	cases,	 in	a	greater	
proportion	(73.3%)	of	private	sector	cases	compared	to	6.6	%	of	public	sector	cases.		
The	monitoring	of	Apgar	score	at	1	and	5	minutes	was	done	in	just	0.9%	of	all	observed	cases,	
4.7%	 amongst	 private	 sector	 compared	 to	 none	 in	 the	 public	 sector.	 The	 Apgar	 score	





infants	 with	 a	 score	 less	 than	 7.404	 Essentially,	 Apgar	 score	 is	 a	 convenient	 method	 for	
reporting	 the	 status	 of	 the	 newborn	 infant	 immediately	 after	 birth	 and	 the	 response	 to	
resuscitation	 if	 needed.	 Although,	 Apgar	 score	 measurement	 is	 recommended	 in	 WHO	
guidelines	for	care	at	birth114	and	the	Indian	guidelines	382	as	my	results	demonstrate	these	
are	not	routinely	assessed.	However,	some	researchers	have	also	questioned	the	validity	of	
the	Apgar	 score	 indicator	 since	assessment	 comprises	of	many	 subjective	elements.	 405	 In	




other	 studies	 from	 India	 70,71,78,406	and	 from	other	LMIC	settings	 in	Africa	 (Côte	d'Ivoire407,	
Burkina	Faso,	Ghana,	Tanzania408)	and	 from	Arab	countries.118	 	 In	 India,	other	 researchers	
have	 suggested	 that	 inadequate	 knowledge	 and	 skills,	 staffing	 shortages,	 poor	 quality	 in-
service	trainings,	lack	of	enabling	environments	and	limited	supportive	supervision	could	be	
underlying	causes	of	poor	quality	care	at	facilities.66,71	
Research	 evidence	 from	 countries	 such	 as	 Thailand,	 Malaysia	 and	 Sri-Lanka	 that	 have	
achieved	good	progress	 in	 improving	maternal	mortality	 indicates	 that	programme	efforts	
need	to	go	beyond	 increasing	coverage	of	 interventions	and	a	specific	 focus	on	 improving	
quality	is	required	which	researchers	have	referred	to	as	effective	coverage.	409,410			
In	 the	 study	districts,	 the	QoC	provided	–	 in	either	 the	public	or	private	 sector	–	was	not	
significantly	related	to	the	investigated	characteristics	of	the	birth	attendant,	facility	or	the	







a	 large	observational	study	 from	the	United	Kingom	found	higher	 rates	of	stillbirths,	early	
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neonatal	 deaths,	 puerperal	 infections,	 injuries	 to	 the	 neonate,	 and	 increased	 three-day	
neonatal	 admissions	 to	 the	 emergency	 room	 during	 weekends.362	 Another	 study	 from	
Scotland	reported	a	higher	adjusted	odds	ratio	for	weekend	neonatal	deaths	of	1.3	(1.0	to	
1.6)	 compared	 with	 weekday	 within	 regular	 working	 hours.363	 Specific	 to	 LMICs,	 a	 large	
retrospective	record	review	study	 (2015)	 from	the	Gambia	 found	that	newborns	admitted	
during	 weekends	 were	 more	 likely	 to	 die	 than	 those	 admitted	 during	 the	 weekdays	
(38%	vs	35%,	P = 0.03).	412	Similarly,	the	risk	of	neonatal	death	was	greater	for	those	admitted	
out	 of	 hours	 than	 those	 admitted	 during	 during	 regular	 working	 hours	
(38%	vs	33%,	P = 0.004).412	Other	research	studies	from	LMICs		have	also	reported	fluctuations	
in	the	numbers	of	staff	such	as	less	numbers	of	doctors	or	nurses	on-site	during	weekends	
and	 at	 nights,	 that	 limits	 EmOC	 capability	 at	 hospitals.	 413	 	 In	 addition,	 laboratory,	 blood	





My	 results	 indicate	 that	 the	 majority	 of	 deliveries	 (59%)	 were	 attended	 by	 unqualified	





by	 qualified	 and	 unqualified	 attendants.	 	 There	 could	 be	 many	 reasons	 that	 explain	 this	
finding.	 First,	 my	 observations	 were	 limited	 to	 normal	 vaginal	 births	 which	 are	 a	 normal	
physiological	 event	 and	 had	 I	 measured	 QoC	 for	 complications	 of	 pregnancy,	 perhaps,	









Third,	 although,	 qualified	personnel	may	have	 received	high	quality	 trainings	 and	possess	
good	knowledge	and	skills,	they	may	not	be	able	to	apply	these	into	regular	clinical	practice	




perhaps,	 unqualified	 personnel	 learn	 informally	 on-the-job.	 My	 observations	 during	 field	
work	and	dialogue	with	Indian	colleagues	on	this	issue	confirms	this	finding.	Since,	maternity	








knowledge	 and	 skills	 of	 SBAs,	 similar	 to	 those	 reported	 by	 Harvey	 et.al	 (2007)	 from	
assessments	in	Benin,	Ecuador,	Jamica	and	Rwanda364.		A	study	using	standadized	patients	in	
India	 also	 found	 limited	 differences	 in	 QoC	 provided	 by	 unqualified	 and	 qualified	 health	
workers,	 although	 this	 study	 was	 not	 specifically	 focussed	 on	 maternity	 services.	 178	
Furthermore,	it	can	be	assumed	that	qualifications	on	paper	do	not		guarantee	that	health	
workers	 have	 adequate	 skills,	 up-to-date	 knowledge	 and	 clinical	 competence	 for	 proving	



















QoC	 at	 higher	 level	 facilities,	 potentially	 explaining	 why	 patients	 bypass	 lower	 level	
facilities.348,419,420	 In	 the	 study	 from	Nepal	 (2013),	 the	most	popular	 reasons	 identified	 for	
bypassing	 smaller	 birthing	 centres	 to	 deliver	 at	 larger	 urban	 hospitals,	 despite	 incurring	









Chapter	 7	 examined	 the	 nature	 and	 context	 of	mistreatment	 amongst	 women	 attending	









As	mentioned	previously,	 there	 is	 now	 substantial	 research	evidence	which	 indicates	 that	
mistreatment	is	widespread	in	both	high	and	low	income	countries.	80,128-134	Further,	newer	


































aware	of	 the	 latest	 recommendations	on	birth	 companionship	or	 perhaps	 they	 think	 that	





a	 systematic	 review	 indicates	 that	 continuous	 support	 from	a	chosen	 family	member	or	a	
friend	increases	women’s	satisfaction	with	their	childbearing	experience.380			
Perineal/	pubic	shaving	has	no	associated	clinical	benefits	381	and	is	not	recommended		in	the	





physical	 violence	 towards	 pregnant	 women.	 There	 could	 be	 many	 reasons	 such	 as	
infrastructure-related	 deficiences	 (limited	 number	 of	 beds	 or	 screens),	 larger	 number	 of	
clients,	poor	communication,		normalisation	of	disrespect	and	abuse79,80	in	the	public	sector	
in	Uttar	Pradesh.		
Research	 evidence	 from	 LMICs	 has	 identified	 factors	 such	 as	 unfavourable	 institutional	
policies,	 resource	 and	 infrastructural	 constraints,	 socio-cultural	 factors,	 poor	 working	
conditions,	 limited	 mentorship	 and	 supervision,	 limited	 knowledge	 and	 skills	 of	 health	











higher	 levels	 of	 disrespect	 and	 abuse,	 although	 this	 study	 was	 not	 based	 on	 actual	
observations.375			
The	 importance	of	caste	 is	well	documented	 in	 India	and	researchers	have	suggested	that	
since	“scheduled	caste	and	tribe”	women	are	less	empowered,	health	workers	are	more	likely	
to	 think	 that	 they	 can	 get	 away	 with	mistreatment	 of	 these	 women.375	 However,	 in	 the	
bivariate	 analysis,	 caste	 was	 only	 associated	 with	 episiotomy	 and	 women	 in	 the	 higher	
“general	caste”	categories	were	found	to	have	greater	proportions	of	routine	episiotomies	
perhaps	because	they	used	private	sector	facilities	more	often.	Women	in	the	first	quintile	
(poorest)	were	 least	 likely	 to	be	 informed	prior	 to	 a	 vaginal	 examination	 (p=0.002)	which	
suggests	 discriminatory	 care	 based	 on	wealth	 status.378	 	 However,	 women	 in	 the	 highest	
wealth	 quintile	 (richest)	 were	 more	 frequently	 unaccompanied	 by	 a	 birth	 companions	
(p=0.01),	 had	 higher	 rates	 of	 perineal	 shaving	 (p=0.001)	 and	 episiotomy	 (p=0.001)	 which	












now	considered	a	serious	 issue	at	the	global	 level.123	The	United	Nations	has	also	 issued	a	










Although	 I	 found	 that	 the	 majority	 of	 pregnant	 women	 were	 cared	 for	 by	 unqualified	
attendants	(unweighted	estimate:	59%)	and	they	were	more	prevalent	in	the	public	sector,	




to	 a	 vaginal	 examination	 (p=0.01)	 and	 use	 unsterile	 gloves	 (p=0.04).	 This	 indicates	 poor	
interpersonal	 communication	 and	 lack	 of	 knowledge	 amongst	 unqualified	 personnel.	
However,	qualified	personnel	were	more	likely	conduct	unnecessary	procedures	such	pubic/	
perineal	 shaving	 (p=0.02)	 and	 episiotomy	 (p=0.003)	 which	 suggests	 either	 unfavourable	
institutional	policies	or	outdated	knowledge	of	health	workers	resulting	in	overtreatment.			
An	 important	 issue	 to	 note	 at	 this	 time,	 relates	 to	 the	 problems	 in	 conceptualising	 and	
measuring	mistreatment.	For	example,	these	practices	outlined	above	such	as	pubic/	perineal	
shaving	 or	 routine	 episiotomy	 or	 fundal	 pressure	 are	 not	 evidence	 based	 and	 can	 be	
harmful.83	 However,	 health	 workers	 are	 often	 trained	 to	 do	 these	 things	 and	 they	 may	
genuinely	believe	that	these	practices	are	for	the	woman’s	benefit.	Therefore,	it	is	important	
think	 further	 about	 measurement	 of	 mistreatment,	 and	 whether	 the	 act	 or	 the	 harmful	
practice	was	intentional	or	not.	I	will	elaborate	on	these	issues	later	in	the	section	on	future	




I	 found	that	 informal	payments	were	 routinely	demanded	by	health	workers	 in	 the	public	




appreciative	 patients,	 payments	 to	 jump	 the	 queue,	 receive	 better	 or	 additional	 care,	 to	
obtain	drugs	and	commodities,	or	simply	to	receive	any	care	at	all.385	Informal	payments	are	
considered	to	be	inequitable	and	constitute	institutionalised	bribery,	which	may	hamper	the	
entire	 health	 system.385,386	 Further,	 they	 tend	 to	 be	 prevalent	 in	 settings	 where	 health	












percentage	 point	 higher	 quality	 score.	 The	 key	 results	 from	 my	 investigation	 into	




was	 low	 (1.6	 on	 a	 scale	 of	 1	 to	 5).	 Public	 sector	 facilities	 received	 a	 lower	 score	 of	 1.5	
compared	to	the	private	sector	facilities	which	received	a	score	of	2.0.	The	private	sector	also	
















private	 sector	hospitals	 that	used	 the	 survey	 tool	 that	we	adapted	but	was	done	 through	
telephone	interviews.	44		This	study	by	Lemos	et	al.	(2012)	reported	a	total	management	score	
of	 1.9,	 which	 is	 comparable	 to	 our	 private	 sector	 score	 of	 2.0.	 Similarly,	 scores	 for	 all	
management	dimensions	obtained	by	the	private	sector	samples	 in	our	study	were	 in	 line	
with	those	reported	by	the	Lemos	et	al	study	(2012).	For	example,	operations	score	(2.0	to	
2.1),	 performance	 score	 (1.9	 to	 2.0),	 target	 management	 score	 (1.6	 to	 1.6)	 and	 people	
management	(2.4	to	1.9).	44		
The	 scores	 obtained	 by	 the	 facilities	 in	 UP	 in	 2015	 were	 found	 to	 be	 poorer	 than	
corresponding	scores	obtained	by	hospitals	in	US	(3.1),	UK	(2.9),	Sweden	(2.7),	Germany	(2.6),	







all	 recommended	 seventeen	 interventions	 to	 women	 compared	 to	 34%	 by	 facilities	 with	
above	 median	 management	 scores	 but	 this	 difference	 was	 not	 statistically	 significant	
(P=0.28).		Similarly,	for	obstetric	care,	better	managed	facilities	were	found	to	provide	30%	of	
the	recommended	interventions	compared	to	34%	of	recommended	interventions	in	poorly	
managed	 facilities	but	 this	difference	was	not	 statistically	 significant	 (p=0.4).	For	newborn	
care,	better	managed	facilities	provided	39%	of	the	recommended	interventions	compared	





Results	 from	the	mixed	effects	models	 confirmed	 that	 there	was	no	 statistical	association	
between	total	management	Z	score	and	QoC	in	both	the	unadjusted	(p=	0.85)	and	adjusted	
models	 (p	 =	 0.55).	 This	 finding	 is	not	 consistent	with	previous	 research	 from	high-income	
settings43,45,308;	 however,	 none	 of	 these	 studies	 were	 done	 in	 low-income	 settings	 or	
specifically	focussed	on	quality	of	maternity	care.		
Amongst	all	management	dimensions,	performance	monitoring	was	the	only	dimension	that	
had	a	significant	 relationship	with	QoC	(adjusted	p	value	=	0.02)	with	one-unit	 increase	 in	
performance	monitoring	 associated	 with	 a	 7-percentage	 point	 higher	 quality	 score.	 	 Our	
findings	 are	 in	 line	 with	 previous	 studies	 that	 have	 shown	 performance	 monitoring	 may	





that	audits	 and	 feedback	are	particularly	effective	when	baseline	performance	 is	 low,	 the	
source	is	a	supervisor	or	a	colleague,	it	is	done	multiple	times,	delivered	in	both	verbal	and	

















if	 they	were	 interested,	 I	 would	 be	 happy	 to	 send	 them	 preliminary	 results	 from	 clinical	
observational	 data	 collected	 at	 their	 facility.	 These	 results	 could	 potentially	 be	 useful	 for	
initiating	quality	improvement	work	at	individual	facilities.	
I	also	 received	an	opportunity	 to	present	paper	one	of	my	PhD	at	a	policy	seminar	at	 the	
World	 Health	 Organization,	 Switzerland	 on	 June	 14,	 2017.	My	 paper	was	 included	 in	 the	
Bulletin	of	the	World	Health	Organization’s	special	theme	issue	on	quality	of	care	in	the	era	
of	 the	 Sustainable	 Development	 Goals	 (SDGs).	 Further	 details	 on	 the	 policy	 seminar	 are	




















appropriate	 QoC	 indicators.	 Although,	 conceptually,	 QoC	 has	 been	 thought	 by	 some	 to	
encompass	multiple	 levels	 from	 patients	 to	 health	 systems	 and	 health	 policies86,	 for	 the	
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(measured	 through	 an	 inventory	 assessment	 of	medicines,	 infrastructure	 and	 supplies)	 or	
outcomes	(measured	through	hospital-based	data	or	special	studies)	are	important,	they	do	
not	 provide	 a	 comprehensive	 picture	 of	 quality	 of	 care	 during	 labour	 and	 childbirth	 that	
women	receive.	 In	addition,	the	contribution	of	my	PhD	is	to	advance	the	thinking	around	




developing	 these	 indices,	 I	 grouped	 individual	 items	 into	 clinical	 practices	 based	 on	 their	






intervention-specific	weights,	 the	 indices	would	perhaps	have	been	more	 robust.	Another	


















To	 overcome	measurement	 errors,	 QoC	 assessment	 tool	 was	 developed	 as	 a	 structured,	
standardized	tool	and	was	pre-tested	and	piloted	prior	to	field	application.	Time	and	effort	








































facilities	 refuse	 to	 participate,	 I	 had	 no	 official	 sampling	 frame	 from	which	 to	 select	 the	
facilities.	 Therefore,	 it	 is	 possible	 that	 the	 QoC	 of	 the	 participating	 private	 facilities	 was	
different	from	those	that	were	either	not	sampled	or	refused	to	participate.	Although,	I	had	
the	 necessary	 permissions	 from	 the	 government	 and	 ensured	 confidentiality	 of	 any	 data	
collected;	as	privately	owned	facilities,	they	were	not	obliged	to	participate	in	my	study.	In	




and	 Jharkhand	 in	 India,	 there	 is	 often	 a	 trust	 deficit	 between	 the	 private	 sector	 and	 the	
government.430	 My	 overall	 impressions	 during	 field	 work	 was	 that	 the	 private	 sector	










for	 these	 issues.	 Perhaps,	 the	 public	 sector	may	have	 performed	better	 for	 being	 able	 to	
manage	 pregnancy	 complications	 or	 have	 fewer	 non-indicated	 caesarean	 operations	
compared	to	the	private	sector.		





observation.	 A	 recent	 study	 from	 Afghanistan	 that	 used	mixed-methods	 including	 clinical	
observations	of	caesarean	deliveries	reported	that	direct	observations	were	a	feasible	and	


















conditions.	 To	 help	 address	 this	 problem,	 maternity	 care	 personnel	 were	 blinded	 to	 the	
details	of	the	primary	measures	of	the	study.	Information	sheets	provided	to	maternity	care	
personnel	as	part	of	the	consent	procedures	emphasised	that	observations	were	not	meant	
to	assess	 their	personal	performance,	 information	 collected	will	 not	be	 liked	 to	 individual	
providers	and	study	findings	will	not	result	in	punitive	action.	During	the	analysis,	I	did	not	
examine	 individual	 performance	 of	 any	 specific	 maternity	 care	 personnel.	 However,	 all	
observations	were	time-stamped	so	that	I	could	explore	the	presence	of	Hawthorne	effect	
during	 analysis.	 It	 is	 encouraging	 to	 note	 that	 any	 Hawthorne	 effect	 is	 	 negligible	 in	 this	
study.47		
Lastly,	 I	did	not	 look	at	maternal	and	perinatal	outcomes	 in	my	study	as	 that	would	have	
required	larger	sample	sizes,	larger	time	period	for	data	collection	and	additional	funding.	As	
highlighted	previously,	 improved	processes	of	 care	do	not	guarantee	better	maternal	 and	
perinatal	 health	 outcomes.	 However,	 the	 global	 maternal	 health	 community	 is	 eagerly	
awaiting	the	results	of	a	cluster-randomized	controlled	trial	 in	Uttar	Pradesh	known	as	the	
better	birth	trial.432	 In	this	trial,	 researchers	are	evaluating	the	 impact	of	a	 	safe	childbirth	
checklist	 embedded	 within	 a	 quality	 improvement	 programme	 with	 a	 nurse	 “mentor”	
providing	supportive	supervision	and	real-time	feedback	on	QoC	at	health	facilities.432	As	per	
their	 protocol,	 researchers	 are	 expected	 to	 report	 on	 a	 range	 of	 outcomes	 including	







To	measure	 and	 describe	mistreatment	 of	women	 at	maternity	 facilities,	 I	 used	 a	mixed-
methods	approach	using	quantitative	data	obtained	from	clinical	observations	and	qualitative	





Upon	 reflection,	 it	may	have	been	useful	 to	 conduct	 some	 in-depth	 interviews	amongst	a	
sample	 of	 recently	 delivered	 woman	 and	 health	 workers	 as	 a	 part	 of	 my	 PhD	 study.		
Understanding	women’s	insights	and	perceptions	of	mistreatment	would	have	been	useful	to	
understand	the	cultural	and	contextual	 issues	around	mistreatment	 in	UP.	 Interviews	with	
health	 workers	 would	 have	 provided	 me	 with	 additional	 information	 on	 whether	 health	
workers	understand	what	mistreatment	is,	what	they	perceive	as	mistreatment	and	whether	
they	 understand	 that	 poor	 experiences	 of	 women	might	 affect	 future	 utilisation	 of	 their	
services.	However,	the	innovative	aspect	of	my	PhD	study	is	that	data	are	based	on	actual	
clinical	observations	of	mistreatment	including	in	the	private	sector.		































using	 actual	 clinical	 observations.	 My	 PhD	 findings	 advances	 the	 understanding	 and	
measurement	 of	 mistreatment	 at	 maternity	 facilities.	 I	 operationalised	 indicators	 of	
mistreatment	as	those	related	to	intentional	disrespect	and	abuse,	overtreatment	and	under-
treatment	 by	 using	 a	 	 rights-based	 approach	 to	 conceptualise	 mistreatment.	 This	
comprehensive	approach	to	measurement	is	a	strength	of	the	study		
Rather	than	take	a	strict	quantitative	approach	as	I	did	in	Chapter	6,	I	felt	that	in	chapter	7	it	





I	 also	 looked	 at	 public	 and	 private	 sector	 differences	 in	 the	 nature	 and	 patterns	 of	
mistreatment	which	is	a	key	strength	and	innovation	of	this	PhD.		
The	mixed	methods	approach	taken	to	triangulate	qualitative	and	quantitative	findings,	data	



















enviorenment	or	details	of	a	particular	case.	 I	anticipated	many	of	these	 issues	and	 in	the	
trainings	focussed	on	the	importance	of	being	silent	observers	and	not	interfering	or	being	
involved	with	any	aspects	of	care	provision.	 In	addition,	comments	 recorded	by	observers	






















captured	 information	 on	 the	 contextual	 determinants	 of	 management	 for	 example	 local	
politics,	socio-	economic	factors	and	others,	which	may	drive	public-sector	performance	in	




fundamentals	 of	 hospital	 management,	 perhaps	 because	 none	 of	 us	 had	 any	 academic	
training	in	hospital	management	or	business	adminstration.	This	is	why	I	decided	to	conduct	
all	 of	 the	 interviews	 myself,	 although,	 it	 is	 encouraging	 to	 note	 that	 there	 was	 a	 high	
correlation	between	scores	given	by	me	and	scores	given	by	the	second	silent	rater.		While	
orienting	the	research-assistants	to	the	management	tool,	I	also	found	that	they	struggled	to	









make	 cross-country	 and	 cross-sector	 comparisions.	 Therefore,	 there	 is	 some	 benefit	 in	
designing	a	 tailored	 tool	 that	 is	much	more	 relevent	 for	maternity	 care	provision	 in	 LMIC	
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settings.	 For	 example,	 the	 new	 assessment	 tool	 could	 specifically	 examine	 management	
practices	associated	with	 implementing	a	seamless	maternity	care	pathway	 including	drug	
and	supply	chain	management,	organisation	of	clinical	teams	and	others.		
Many	of	 the	questions	 in	 the	 assessment	 tool	 for	 example	 those	 related	 to	 the	 layout	of		














Although,	 the	 private	 sector	 was	 found	 to	 be	 relatively	 better	 for	 human-resource	
management,	managers	frequently	complained	that	finding	qualified	staff	to	come	and	work	
in	these	rural	areas	was	challenging.	I	did	not	find	systems	for	tracking	performance	indicators	
routinely	 in	 the	 public	 sector,	 whereas	 the	 larger	 private	 sector	 hospitals	 often	 tracked	
indicators	related	to	financial	earnings	such	as	outpatient	quantitity,	surgery	quantitity,	bed	
turnover	 rates	 and	 length	 of	 stay.	 Conversations	 about	 hospital	 performance	 were	 not	
regularly	done	and	processes	for	exposing	operational	problems	were	rare	in	both	sectors.		
During	my	interviews	with	the	managers,	I	also	found	that	there	are	no	immidiate	or	direct	













I	 could	 also	 obtain	 better	 response	 rates	 for	 the	management	 survey	 and	 interviewed	 all	
administrators	and	clinical	leaders	at	33	maternity	facilities	(10	private	and	23	public	sector)	
unlike	in	the	QoC	study	where	I	could	just	get	observations	at	26	facilities.	Managers	were	
also	appreciative	of	 the	 fact	 that	 I	went	back	 to	engage	with	 them	on	 this	 issue	after	 the	
completion	of	QoC	assessments	which	is	a	strength.		











I	 also	 interviewed	 manager’s	 face-to	 face	 unlike	 previous	 studies	 that	 have	 employed	
telephone-interviews.	 Therefore,	 it	 is	 possible	 that	 other	 assessors	 and	 I	 may	 have	 been	
biased	by	 the	appearance	or	 the	operations	of	a	particular	 facility.	 	However,	 face-to-face	






the	 content	 and	 construct	 validity	of	 the	 tool	was	not	 specifically	 tested	which	may	have	
implications	for	findings.	Since,	correlation	between	assessors	was	high	and	our	scores	were	
comparable	 with	 the	 larger	 Indian	 study,	 reliability	 is	 less	 of	 a	 concern.	 	 However,	 an	
additional	 validation	 study	 in	 a	 small	 selection	 of	 participants	would	 have	 been	 useful	 to	
validate	the	study	instruments.		
Lastly,	 my	 sample	 of	 275	 observations	 at	 26	 hospitals	 is	 also	 small	 to	 generate	 precise	








maternity	 facilities	 shines	 an	 important	 light	 on	 this	 issue	 and	 demands	 a	 strong	 policy	
response	to	improve	QoC	during	labour	and	childbirth	in	UP.		
	
Second,	 I	 demonstrated	 that	 given	 the	 high	 prevalence	 of	 mistreatment	 of	 women	 in	































sector	 facilities	 in	UP	 so	 that	 future	 research	 and	 government	 efforts	 to	 engage	with	 the	
private	sector	can	be	more	effective.	Researchers	working	in	India	widely	acknowledge	that	
obtaining	 participation	 from	 the	 private	 sector	 in	 research	 is	 a	 fundamental	 challenge.	
Therefore,	 the	 research	 community	will	 need	 to	 think	 carefully	 about	 innovative	 research	
strategies	 to	 improve	 participation	 of	 the	 private	 sector	 in	 future	 research	 efforts.	 It	 is	
important	to	highlight	that	involving	the	private	sector	in	future	large-scale	research	activities	
may	only	be	possible	through	robust	governmental	regulation,	or	as	a	part	of	government	




Uttar	Pradesh	and	 in	particular	 for	 the	private	 sector.	 Future	 research	efforts	 should	 also	





My	 PhD	 findings	 showed	 that	 the	 quality	 of	 care	 was	 generally	 poor	 during	 labour	 and	
childbirth	and	that	being	qualified	did	not	guarantee	provision	of	a	higher	standard	of	care.	
These	results	suggest	that	improving	the	knowledge,	skills	and	competence	of	qualified	health	
workers	 is	 important.	Mixed-methods	 implementation	 research	 studies	 can	 be	 utilised	 to	
investigate	 the	 extent	 to	 which	 the	 quality	 of	 existing	 trainings	 influence	 health	 workers	




Other	 innovative	 research	 questions	 include	 examining	 the	 effectiveness	 of	 innovative	
training	approaches	like	simulation-based	trainings/	obstetric	skills	and	drills	methods	435	in	
improving	 health	 workers	 knowledge,	 skills	 and	 confidence.	 Similarly,	 implementation	




and	 newborn	 health.	 Process	 indicators	 used	 during	 these	 audits	 can	 help	 to	 assess	 the	
adherence	 to	 evidence-based	 practices.436	 Audit	 approaches	 can	 often	 use	 a	 structured	
problem-solving	 methodology	 (for	 example:	 Plan,	 Do,	 Study,	 Act	 cycles)	 where	 teams	 of	
providers	are	organized	and	supported	to	identify	and	test	changes	in	the	processes	they	wish	




Mali	 offers	 an	 interesting	 example	 that	 researchers	 could	 replicate	 in	 India226.	 Additional	






the	 contextual	 factors	 and	 determinants	 that	 lead	 to	 such	 a	 high	 reliance	 on	 unqualified	
personnel	 in	 maternity	 facilities?	 Is	 this	 caused	 by	 staffing	 shortages,	 monetary	 issues,	







measures	 of	 quality	 of	 care	 for	 labour	 and	 childbirth.	 Future	 research	 efforts	 could	 also	
employ	 clinical	 observations	 to	 investigate	 the	QoC	 for	 complications	 of	 pregnancies	 and	




to	 enhance	 patient	 safety	 at	 maternity	 facilities.438	 These	 research	 efforts	 could	 employ	
multidisciplinary	 approaches	 to	 investigate	 the	 effectiveness	 of	 interventions	 to	 improve	
patient	 and	 provider	 safety	 such	 as	 interventions	 to	 improve	 hand-hygiene,	 improve	
adherence	 to	 evidence-based	 practices	 or	 adherence	 to	 infection	 prevention	 and	 control	
procedures	and	others.	439,432	
Further	conceptual	work	is	required	around	measurement	of	mistreatment	of	women	during	
labour	and	childbirth	 in	 India,	particularly,	as	 I	 found	a	high	prevalence	of	certain	harmful	
practices	 which	 were	 also	 associated	 with	 socio-demographic	 characteristics	 of	 women.	










partnership-defined-quality	 have	 been	 utilised	 but	 these	 require	 further	 implementation	
research	in	order	to	support	scale-up	in	high	burden	countries.	440-442	In	addition,	we	still	need	
further	research	to	identify	effective	interventions	for	various	contexts	particularly	to	identify	
interventions	 needed	 to	 improve	 interpersonal	 care	 and	 social	 support	 for	 women	 at	






be	 collected	 through	observations,	 household	 surveys,	 focus	 groups	with	women	or	 from	
reports	 of	 other	 health	 providers385.	 Additional	 research	 questions	 could	 also	 explore	
effective	 approaches	 to	 empower	 women	 and	 families	 so	 that	 they	 can	 refuse	 informal	
payments	in	facilities.		
Future	 research	 efforts	 could	 examine	 ways	 to	 assign	 intervention-specific	 weights	 to	
different	 elements	 of	 care	 provided	 during	 normal	 labour	 and	 childbirth.	 These	 research	
















based	 obstetric	 or	 neonatal	 care,	 for	 interpersonal	 care	 or	 for	 harmful	 care	 procedures?	
Based	on	their	ratings	of	the	importance	of	specific	items,	indicators	would	then	grouped	and	
candidate	indices	developed	based	on	expert’s	rankings.201		
The	 global	 community	 has	 now	 recognized	 the	 importance	 of	 QoC	 in	 achieving	 further	
reductions	in	maternal	and	neonatal	mortality	and	stillbirths.	In	order	to	achieve	this,	we	need	
valid	ways	to	assess	QoC	at	the	time	of	birth.		Validation	of	the	indices	developed	in	this	PhD	
study	 could	be	undertaken	 -	 face	 validity	 assessed	 through	expert	 feedback.	 Content	 and	






There	are	also	statistical	methods	 like	principal	 component	analysis	 that	could	be	used	 to	
develop	 such	 indices.	 Principal	 component	 analysis	 (PCA)	 have	 generally	 been	 used	 to	





provision	 assessment	 survey	 in	 Tanzania.	 443	 However,	 there	 are	 also	 limitations	 of	 this	
approach	since	PCA	may	give	low	importance	to	indicators	that	are	commonest	in	the	dataset	




of	 care	 at	 the	 time	 of	 birth.	 Therefore,	 further	 implementation	 research	 on	 ways	 to	




and	 response	mechanisms,	 is	 important	 for	 all	 high	 burden	 settings.	 These	 activities	 can	
provide	 powerful	 information	 that	 can	 guide	 actions	 to	 end	 preventable	 maternal	 and	
neonatal	deaths	in	high-burden	settings.		
9.4.2:	Recommendation	for	programmes		











suitable	 training	 programmes	 for	 both	 qualified	 and	 unqualified	 personnel,	 design	
appropriate	 skill-development	 activities	 and	 improve	 linkages	with	 specialists	 and	 higher-
centres.		
Since,	 I	 found	 that	 QoC	 during	 weekends	 and	 outside	 normal	 working	 hours	 was	 poor	
compared	to	weekdays	and	within	regular	working	hours.	Managers	at	maternity	 facilities	
should	ensure	that	optimal	staffing	levels	and	ancillary	resources	are	available	during	these	
times.	 	Overall,	 given	 the	 poor	 quality	 of	 care	 in	maternity	 facilities	 in	UP,	 improving	 the	
knowledge	 and	 competence	 of	 all	 maternity	 care	 personnel	 is	 urgently	 needed.	 Use	 of	
appropriate	training	methods	with	adequate	opportunities	for	supervised	practical	training	







the	evidence-base	on	 these	 issues	and	 support	 further	declines	 in	maternal	 and	newborn	
mortality.		
9.4.3:	Recommendations	for	policy		
My	 results	 indicate	 that	 unqualified	 personnel	 such	 as	 TBAs,	 sweepers,	 dais,	 ASHAs	were	
frequently	 involved	 in	 providing	 care	 in	 maternity	 facilities	 in	 UP	 in	 2015.	 	 This	 is	 a	
troublesome	finding	with	many	important	global	and	national	implications.		First,	it	may	be	
possible	 that	 the	maternal	 health	 community	 in	 India	 and	 globally,	 is	 over-estimating	 the	
proportion	of	women	that	deliver	with	SBAs	particularly	in	high-focus	states	of	India	such	as	
Uttar	 Pradesh.	 Global	monitoring	 efforts	 often	 employ	 advanced	mathematical	modelling	









If	 national	 authorities	 decide	 against	 using	 unqualified	 personnel	 to	 provide	 institutional	
services,	 they	must	 design	 and	 implement	 robust	monitoring	mechanisms	 to	 ensure	 that	
unqualified	personnel	are	not	 involved	 in	service	delivery.	Up-to	date	 job	descriptions	are	
required,	so	that	there	 is	no	confusion	about	roles	and	responsibilities.	Women	that	go	to	









retention	 and	 capacity	 building	 of	 qualified	 health	 workers	 providing	 maternity	 care	
services.16			
Policymakers	 should	 consider	 the	 importance	 of	 long-term	 investments	 in	 strengthening	













private	 sector	 as	well.	 Comprehensive	 regulation	on	 the	private	 sectors’	 role	 in	 providing	
health	services	 including	detailed	quality	standards	expected	 in	private	sector	 facilities	 for	
































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































A5.	 Is	the	labour	spontaneous		 Yes		 No		 DK		















A10.	 Are	there	any	foetal	complications	in	the	current	pregnancy?			 Yes		 No		 DK		
A11.	 Is	this	a	singleton	pregnancy?		 Yes		 No		 DK	























	 a. Checks	fundal	height	with	a	measuring	tape	 Yes		 No		 DK	
	 b. Checks	fetal	presentation	by	palpation	of	abdomen	 Yes		 No		 DK		



















































Dhobi 	 8. 	
Chaupal	 9. 	
















































































































































































Doctor	(MBBS)	 1	 Nursing	professionals	(post-	bachelor)	 7	
Doctor	(BAMS)	 2	 Midwifery	professionals	(post-	bachelor)	 8	
Obstetrician	and	gynaecologists			 3	 Auxiliary	Nurse	Midwife	 9	
Paediatricians	and	neonatologists			 4	 General	Nurse	Midwife	 10	
Anaesthetists	 5	 Neonatal	nurse	 11	





















C6.	Vaginal	Examination	performed	using	sterile	gloves?		 1	 2	 8	







C10.	What	definitive	action	was	taken:	(circle	as	appropriate)	 	 	 	
a. Consult	with	specialist	 1	 2	 8	











c. Prepare	for	assisted	delivery	 1	 2	 8	
d. Prepare	for	C-section	 1	 2	 8	
e. Other	(please	specify__________________________)	
C11.	Was	Foetal	heart	beat	monitored	at	regular	intervals?			 1	 2	 8	
C12.	If	foetal	heart	beat	indicated,	write	in	the	box?		 ……../bpm	
C13.	Oral	fluid	offered	to	the	woman	on	request?		 1	 2	 8	
C14.	Visual	Privacy	of	the	pregnant	woman	ensured?		 1	 2	 8	












C19.How	was	labour	augmentation	done?		 	 	 	
a) Artificial	rupture	of	the	membranes	 1	 2	 8	
b) Use	of	syntocinon/Oxytocin	 1	 2	 8	




C20.	Hand	washing	done	prior	to	any	examination	of	the	woman	 1	 2	 8	
C21.	Health	worker	wears	sterile	surgical	gloves	 1	 2	 8	
C22.	Cleans	the	vulva	and	perineum	with	antiseptic	solution	 1	 2	 8	









C25.	Timer	(clock	or	watch	with	seconds	hand)	 1	 2	 8	
C26.	Self-inflating	ventilation	bag	(250	or	500	mL)	 1	 2	 8	
C27.	Newborn	face	mask	(size	0,	1)	 1	 2	 8	
C28.	Mucus	Extractor,	suction	tube/	Suction	bulb	 1	 2	 8	
C29.	Catheter	 1	 2	 8	
C30Radiant	Warmer	 1	 2	 8	




C33.	Umblical	cord	ties	or	clamps		 1	 2	 8	
C34.	Sterile	scissors	or	blade	 1	 2	 8	
C35.	Has	the	woman	completed	the	first	stage	of	labour?	 1	 2	 8	
Ensure	that	the	first	stage	of	labour	is	complete	before	moving	down	to	Section	D	below.		 	
	 Section	D:	Observation	of	Second	&	Third	Stage	of	Labour	 	
PREPARATION	FOR	DELIVERY	 	 	 	
D1.	Mother	informed	of	the	stage	of	labour		 1	 2	 8	
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D7.	As	baby's	head	is	delivered,	supports	perineum	 1	 2	 8	
D8.	Record	time	of	the	delivery	of	the	baby	 1	 2	 8	



























D17.	Assesses	completeness	of	the	placenta	and	membranes	 1	 2	 8	
D18.	Assesses	for	perineal	and	vaginal	lacerations	 1	 2	 8	
















































D26.	Immediately	dries	baby	with	towel	 1	 2	 8	
D27.	Discards	the	wet	towel	 1	 2	 8	
D28.	Is	the	baby	breathing	or	crying?	 1	 2	 8	
D29.	Places	baby	on	mother’s	abdomen	“skin	to	skin”	 1	 2	 8	

























Appendix	2:	Tool	for	assessment	of	management	practices	in	maternity	facilities	in	Uttar	Pradesh	in	2015	Interview	Details	 Hospital	and	Manager’s	Information	a) Hospital	Name:	 b) Name:		c) Hospital	ID	 d) Position:	e) Interviewer	Name:	 f) Specialty:	g) Date	(DD/MM/YY):	 h) Tenure	in	post	(number	of	years):	i) Time	(24-hour	clock):	 j) Tenure	in	hospital	(number	of	years):	k) Running	interview	 	Listening	to	interview		 l) How	old	is	your	hospital	(number	of	years)?	Management	Questions	































































































Tests whether performance is 
reviewed with	appropriate 
frequency and communicated 
to staff		








Tests the quality of review 
meetings.		
Score: 






































Score	1:	Goals	do	not	cascade	down	the	organisation		 Score	 3:	 Goals	 do	 cascade,	 but	 only	 to	 some	staff	groups	(e.g.	nurses	only)	 	
Score	 5:	 Goals	 increase	 in	 specificity	 as	they	 cascade,	 ultimately	 defining	individual	expectations	for	all	staff	groups		
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d) Could	you	meet	all	your	short-run	goals	but	miss	your	long-run	goals?		 Score	1:	The	staff’s	main	focus	is	on	achieving	short-term	targets		 Score	3:	There	are	short	and	long-term	goals	for	all	levels	of	the	organisation;	goals	are	set	independently	and	therefore	are	not	necessarily	linked	to	one	another		
Score	5:	Long-term	goals	are	translated	into	specific	short-term	targets	so	that	short-term	targets	become	a	‘staircase’	to	reach	long-term	goals 	





















  Score:	1 2 	3 	4 	5 -99 	




deal	with	underperformers	Score:	1 2 3 4 5 -99 	
a) If	you	had	a	clinician	or	a	nurse	who	could	not	do	his/her	job,	what	would	you	do?	Could	you	give	me	a	recent	example?	b) How	long	is	under-performance	tolerated?	How	difficult	is	it	to	terminate	a	nurse/	clinician?	Score	1:	Poor	performers	are	rarely	removed	from	their	positions		 Score	3:	Suspected	poor	performers	stay	in	a	position	for	more	than	a	year	before	action	is	taken		
Score	5:	We	move	poor	performers	out	of	the	unit	or	to	less	critical	roles	as	soon	as	a	weakness	is	identified		
18) Promoting	High	Performers		Tests	whether	promotion	is	performance	based	Score:	1 2 3 4 5 -99 	







management		Score:	1 2 3 4 5 -99 	






talent	Score:	1 2 3 4 5 -99 	




employee	value	proposition	Score:	1 2 3 4 5 -99 	
a) What	makes	it	attractive	to	work	at	this	hospital,	as	opposed	to	other	similar	hospitals?	b) If	I	was	a	top	nurse/clinician	and	you	wanted	to	persuade	me	to	work	at	your	hospital,	how	would	you	do	this?	c) What	do	you	think	people	may	not	like	about	working	at	your	hospital?		Score	1:	Competing	hospitals	offer	stronger	reasons	for	talented	people	to	join	their	organizations		
Score	3:	Our	value	proposition	is	comparable	to	those	offered	by	other	hospitals		














24) Interviewee	knowledge	of	management	practices		Score:1 2 3 4 5 	
Score	1:	Some	knowledge	about	management	of	maternity	facilities.			
Score	3:	Expert	knowledge	management	of	maternity	unit			




26) Interviewee	patience		Score:1 2 3 4 5 	 Score	1:	Little	patience	-	wants	to	run	the	interview	as	quickly	as	possible.	I	felt	heavy	time	pressure			
Score	3:	Some	patience	-	willing	to	provide	richness	to	answers	but	also	time	constrained.	I	felt	moderate	time	pressure		
Score	5:	Lot	of	patience	-	willing	to	talk	for	as	long	as	required.	I	felt	no	time	pressure	
27) Did	the	manager	mention	that	the	hospital	was	a	teaching	hospital?	 	Yes	 No 	
28) Age	of	interviewee	(don't	ask)	-	guess	if	not	told			
29) Number	of	times	rescheduled	(0=never	rescheduled)			 30) Gender	of	interviewee:	 	Male	 Female	 	
31) Seniority	of	interviewee:		1. CEO	 	2. Multi-specialty	manager 	3. Specialty	Manager	 	
32) Did	the	interviewee	have	a	degree	-	guess	if	not	told		
33) Interview	language	 Hindi	 	English	 	
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research	 team.	 All	 information	 will	 be	 stored	 securely.	 This	 means	 any	 findings	 obtained	 from	 the	 clinical	
observations	will	not	be	linked	to	any	individual	health	worker	or	facility.		
What	are	the	benefits	of	taking	part	in	this	research?		






















































































fpfdRlh; O;ogkj vkCtosZ'ku ds fy, lsokxzkgh ¼Dyk,aV½ dh lgefr 
	
INSTRUCTIONS	TO	OBSERVER		





tc dksbZ xHkZorh efgyk vkikRdkyhu d{k esa ;k izlo vkSj izlwfr okMZ ds izrh{kk d{k esa vk;s rks ;bl v/;;u esa ukekafdr 
djus ls igys mls ;g tkudkjh 'khV nsaA ;g vko';d gS fd vkCtosZ'ku ¼i;Zos{k.k½ djus ls igys vki lsokxzkgh ¼Dyk,aV½ dh 
tkudkjh;qDr lgefr izkIr dj ysaA vxj lsokxzkgh i<+ fy[k ugha ldrh rks mlds vaxwBs dk fu'kku fy;k tkuk pkfg,A 
Dyk,aV ds fy, LokLF; dk;ZdrkZ ;k LokLF; lqfo/kk dk izHkkjh lgefr ugha ns ldrkA 
I	understand	that:		
eSa le>rh gwa fd% 
I	am	agreeing	to	allow	a	clinically	qualified	researcher	to	observe	the	quality	of	services	that	I	receive	at	this	
health	facility	today.		
eSa ,d fpfdRlh; :i ls ;ksX; 'kks/kdrkZ dks vkt bl lqfo/kk esa eq>s izkIr gksus okyh lsokvksa dh xq.koÙkk dks vkCtoZ djus ;k 
ns[kus dh vuqefr ns jgh gwaA 
All	the	findings	from	this	research	are	confidential	and	will	not	be	linked	to	my	name	or	any	personal	
information.		
bl 'kks/k ds lHkh fu"d"kZ xksiuh; gSa vkSj mUgsa esjs uke ;k fdlh O;fDrxr tkudkjh ls ugha tksM+k tk;sxkA 
My	participation	is	completely	voluntary	and	will	not	have	any	implications	on	the	services	that	I	receive	today.		
esjh Hkkxhnkjh iwjh rjg ls LoSfPNd gS vkSj eSa tks lsok,a izkIr dj jgh gwa mu ij bldk dksbZ izHkko ugha iM+sxkA 
I	have	been	provided	with	the	necessary	information	about	this	research	and	have	also	had	an	opportunity	to	
clarify	all	my	questions.		












eSa ;g izekf.kr djrk gwa fd eSaus lgHkkxh dks lgefr i= 




vaxwBs dk fu'kku 
 
Researcher’s	signature:	_______________________		














































Document Type File Name Date Version
Covering Letter Covering letter after resubmission 14.5.15 14/05/2015 2
Protocol / Proposal Consent and info sheet combined 5.5.15 14/05/2015 2








































































1. Any	item	of	mistreatment		 211	(100.0)	 64(100.0)	
2. Two	items	of	mistreatment		 10	(4.7)	 3	(4.7)	
3. Three	items	of	mistreatment	 41	(19.4)	 10	(15.6)	
4. Four	items	of	mistreatment	 44	(20.9)	 17	(26.6)	
5. Five	items	of	mistreatment	 43	(20.4)	 19	(29.7)	
6. Six	items	of	mistreatment	 32	(15.2)	 9	(14.1)	
7. Seven	items	of	mistreatment	 21	(10.0)	 4	(6.3)	
8. Eight	items	of	mistreatment	 14	(6.6)	 0	(0.0)	
9. Nine	items	of	mistreatment	 3	(1.4)	 2	(3.1)	
10. Ten	items	of	mistreatment	 3	(1.4)	 0	(0.0)	
	
	
	
	
	
	
